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for your hypertensive patients? | 


Nitranitol’s safe, gradual, prolonged vasodilation 
permits hypertensives to resume more normal lives. 


And .. . therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 

1. When vasodilation alone is indicated —NITRANITOL. 

2. When sedation is desired—NITRANITOL with PHE- 
of teseerch by NOBARBITAL. 

3. For extra protection against hazards of capillary 


fragility—NITRANITOL with PHENOBARBITAL and 
SINCE 1828 ; 4, When the threat of cardiac failure exists—NITRANITOL 


with PHENOBARBITAL and THEOPHYLLINE. 


5. For refractory cases of hypertension — NITRANITOL 
P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 
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treatment “must not only include a tricho- 
monacide, but it must furnish sugars to be 
stored as glycogen in the vaginal epithe- 
lium and provide a favorable medium for 


regeneration of the Déderlein’s bacilli...".* 


The normal adult vaginal mucosa is relatively thick, rich in glyco- 
gen and its secretions have an acidity within the range of pH 3.8 
to 4.4, Glycogen is metabolized to lactic acid by the Déderlein 
bacilli, thus maintaining the normal acid state. 


contain Diodoquin ... boric acid, and lactose 
and dextrose.”"* 


Searle RESEARCH IN THE SERVICE OF MEDICINE 


*Boehme, E. J.: Trichomonas Vaginalis Vaginitis; Diagnosis, Treatment, Causes of Failure in Treatment, 
S. Clin. North America 25:545 (June) 1945. 
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Potent and prompt in its action, Pipinol hydrochloride has 
shown great usefulness against parkinsonism. Pipanol 
markedly diminishes muscular rigidity; decreases intensity of 
tremor and improves the gait. It also elevates the mood and 
increases alertness. 


Pipanol is well tolerated. If started in small doses which are 
gradually increased until optimal benefit is obtained, more than 
80 per cent of the patients notice no side effects. 


Supplied: Scored tablets of 2 mg. in bottles of e 
100 and 1000. Write for pamphlet giving admin- < INC. 


istration and dosage details. 


NEW YORK 18, N. Y.* WINDSOR, ONT. 


Pipanol, trademark reg. U.S. Pat. Off. 
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of the enema... 


Sometimes this type will admit taking a 
2-quart enema every week or even more fre- 
quently. 

Aside from the inconvenience, it provides 
only temporary relief and is actually irritating. 

Here is where Turicum can be a big help 
in establishing normal function. 

It is not a one-dose laxative but a treat- 
ment that, taken for a few days, helps restore 
normal function. 


TURICUM 


LUBRICOID ACTION WITHOUT OIL 


WHITTIER LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF NUTRITION RESEARCH LABORATORIES, INC. 
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Knox Gelatine... useful 


for the growing child 
For Body Growth 


Protein not only helps feed the machine 
of the growing child but is itself the machin- 
ery. An abundance of protein both for body 
growth as well as for blood, enzyme and hor- 
mone synthesis is a primary requirement in 
childhood. While carbohydrate and fat may 
be stored in the organism, protein must be 
taken in daily to maintain the structural mass 
of tissue. 


Abundant Energy 


The daily diet must contain the so-called 
essential amino acids as first shown by Os- 
borne and Mendel” and more precisely de- 
fined by Rose.‘?? Once the essential amino 
acids are furnished, the remaining ones may 
be taken in abundance from other protein 
sources to insure full growth and create 
abundant energy. 


es on diets of Dia- 
betes, Colitis, Peptic Ulcer . . . Low 
Salt, Reducing, Liquid and Soft Diets. 
KNOX GELATINE, JOHNSTOWN, N. Y. 
Dept. GP 


All Protein 


Available at grocery stores in 4-envelope family size and 
32-envelope economy size packages. 


KNOX GELATINE P 


protein supplement 


Easy to Digest 


Knox Gelatine is an excellent protein 
supplement, easy to digest and administer, 
and non-allergenic. It may be prepared in a 
variety of ways from Knox Gelatine Drink 
to delicious salads and desserts. 


High Dynamic Action 


Gelatine in the form of gelatinized milk 
has been found a valuable protein supplement 
helpful in allergies, celiac disease, colic and 
to increase the digestibility of the milk for- 
mula.) Its high specific dynamic action‘ 
which spares essential amino acids and fur- 
nishes amino acids for the continuous dynam- 
ic exchange of nitrogen in the tissue“ helps 
the child to maintain the normal body heat. 
Furthermore, it contains an abundance of im- 
portant glycine and proline necessary for 
hemoglobin formation. 

1 Osborne, T.B. and Mendel, L.B., J. Biol. Chem. 17:325, 1914, 

2 Rose, W.C., Physiol. Rev. 18:109, 1938. 

3 Wolpe, Leon Z. and Silverstone, Paul C., J. Pediat. 21:635, 
1942. 

4 Lusk, G., J. Nutrition 3:519, 1931. Borsook, H., Biol. Rev. 
11:147, 1936. 

5S Schoenheimer, R., Ratner, S., and Rittenberg, D., J. Biol. 
Chem., 127:333, 1939 and 130:703, 1939. 
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MEMO FROM 


THE MANAGING PUBLISHER 


GP’s READERS have favored it with many plaudits. They have 
been extraordinarily alert to the minor innovations we have 
brought to medical journalism and they have been wonder- 
fully kind in expressing their reactions. 

The numerous letters our readers send us every month 
give us a good idea of how they like the content of that 
month’s issue. Equally helpful are the expressions of ap- 
proval and disapproval. Of course, we have other ways of 
measuring the accuracy of our aim. At least once a year GP 
employs a professional agency to make a “‘readership sur- 
vey.” Following lengthy interviews with a representative 
group of readers in many localities, conducted by trained 
workers, the agency submits a readership analysis that covers 
all phases of reader acceptance and reaction. 

When we study the exhaustive reports and complex charts 
included in the agency report, we know precisely how suc- 
cessful we are in getting our readers inside the magazine, how 
effectively we arouse their interest, whether we get them to 
read some or all of the current issue, and what value they 
derive from it. 

Some degree of success in the first two is indicated, inci- 
dentally, by the award GP has just won, in competition with 
the nation’s institutional and professional publications, ‘for 
outstanding graphic presentation.” 

In other words, we know what we are doing. We know 
what kind of a job we are doing for our readers and what 
kind of a job they are doing for us. We know our competitive 
standing with other leading journals and to what extent our 
readers prefer GP to the other publications they receive. 

(Please forgive the satisfied smile on our front page as we 
mention these things; we’ve just received the results of the 
current survey and we’re as pleased as a school kid who takes 
home a report card with straight A’s.) 

But, in the publisher’s world there is one rather decisive 
test of the degree of his success. It relates to the utilization of 
his pages by advertisers. 

If he is doing a good job for his readers, he will do a good 
job for his advertisers. If he is not winning and holding the 
interest and attention of his readers, his advertisers will lose 
interest too. They’ll do worse; they’ll go away. 

Happily GP has won the acceptance of the cream of the 
crop among medical advertisers. The list of companies in this 
and other issues reads like a Who’s Who among the prom- 
inent pharmaceutical, equipment, and medical publishing 
companies of America. 

As one reader wrote recently, “Reading the ads in your 
magazine is like taking a postgraduate course in materia 
medica.”” We know we must produce results for these good 
friends if we are to continue to carry their ads in our pages. 
We are determined to do so. —M.F.C, 


Ld 


Comparison of 
average sputum 
levels in humans, © 
from Heathcote.! 


‘Neo-Penil’ is a long-acting injectible penicillin, which not only assures prolonged 
blood levels, but also gives high concentrations in certain body tissues. For example, 
‘Neo-Penil’ produces high concentrations in lung tissue and in sputum, and thus offers 
an encouraging prospect in the treatment of bronchopulmonary disease. 

Indications; All infections that respond to repository penicillin. 


Available: At retail pharmacies—in single-dose, silicone-treated vials of 500,000 units. 
Full information accompanies each vial. 


Smith, Kline & French Laboratories, Philadelphia 


*Trademark for penethamate hydriodide, S.K.F. (penicillin G diethylaminoethyl ester hydriodide) 
Patent Applied For 1. Lancet 1:1255 (June 9) 1951. 
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ear, ee a disquieting tenden eric ioe to 
oz a leader that brought dictatorship and subsequent ruin to 


Italy and Germany and which has robbed the Russian people of 
their last vestiges of freedon. 


A return econ d be the 


rnment sh 
f docto +), cone and al a er voters at this critic 
American h il 


in isa sptory. Th is calls for emphasis upon 
principles instead of platitudes, platforms instead of par- 
ties, and issues inotond of men. 


Sending sound men to eee is more important 
choosing between two candidat for the presiden 
year is made crucial not by the Setanat views oF the ee 
presidential candidates as much as by the fact that all of 


the 497 Representatives in the House must stand for election 
as well as a third of the Senate. 


> There is al to choose between th of the two 


presidential candidates, or the party ihe 
advan anced by the F cane d | Democrats. oth Eisenhower 
state 


tevenson have emphatically eir opposition to 
socialined medicine, though neither has expressly defined 
compulsory health insurance as a socialistic measure. 


The og platform ess 
tion "to federa m health takes 


8 ‘platform is less precise and yie to New Deal 
ideologies to the extent that it declares that, "the costs 
of modern medical care have grown to be prohibitive for many 
million people." Notwithstanding, the platform upon which 
Mr. Stevenson is waging his campaign extends a hand to 
private enterprise in stating that, "We favor and encourage 
the private endeavors of social agencies, mutual associa-— 
tions, insurance companies, industry-labor groups, and co- 
— societies to provide against the basic hazards of 


A medical on the fi sed by De. fter ging, 

Monday in November is r. Mal Chair- i 
cademy' biio Po o better 

wae os of getting out the vote cou id e foun 1948 only 
51 per cent of the eligible voters in the United States 
bothered to go to the polls. In one county of Ohio it was 
found that 20 per cent of the doctors were not even regis-— 
tered. Some think office appointments and hospital rounds 
have kept doctors too busy to exercise their rights of cit- 
izenship in past years. Hence, Dr. Phelps' proposal. 
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Health Commission 
Holds Open Hearings 


Here and There 
In Fewer Words 


Academy members are urged to seek adoption of resolutions 
by their county medical societies designating election day 
as a medical holiday. iday. Academy chapters may themselves take 
such action and obtain publicity of the action in the local 
press. 


2aS about the role of 
th system were made 
by Dr. Evarts G gs of the President's — 
Commission on Health Needs last month in Washington. T The 
Saint Louis surgeon, a member of the Commission, took the 
occasion to inveigh against the expansion of rural health 
facilities stating that, the bad in these "dinky hospitals" 
overcomes the good. : 


Almost s simultaneously with the publication of the Brook- 

ings Institution's “Survey of Health Resources in 
the United States," another member of the Commission, Dr. 
Wilburt C. Davison, Dean of Duke Medical School, urged steps 
to increase greatly the number of physicians. He suggested 
a program to obtain more country doctors by choosing medical 
students from rural areas and giving them a weighted advan- 
tage in competition with city boys seeking medical school 
admission. 


A. J. J. Rourke, President of we (ABS Hospital Asso- 
ciation, captured headlines with his warning that Blue 
Shield and medical insurance plans w =e soon deny medical 
schools adequate clinical material for t teaching. Evarts 
Graham supported Rourke's questionable premise and utilized 
the opportunity to urge again that sick patients be trans-— 
ported from small cities to metropolitan medical centers. 
The health needs of the American people can be served best 
full-time teachers in medical centers, according to 
rahan. 


> A new film released by RKO-Pathe tells the 
AMA's contribution to the public health xk the 
ality of Academy member George Bond. Local chapter: 


encourage their favorite theaters to exhibit it. 


Supplies of the patient referral form announced in pan’. 


month's GP Ba “be purchased from the Academy at $1.00 
hundred. . . 


The scientific program for the 1953 Assembly to be held in 


Preliminary announcement of the topics and speakers will be 
made in next month's GP. This promises to be the Academy's 

biggest meeting yet. Members are urged to fill in promptly 

and return the hotel reservation form which will appear in 

the October issue... . 


Have you booked the sound movie reporting on the 1952 
Assembly for showing before your county society? This — 
thirty-minute film will take the place of an excellent 
scientific presentation, giving, as it does, highlights of 
the more important clinical lectures. Write Academy head- 
quarters for bookings. 


Respectfully yours, 
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DIAPER RASH 


ing, bland, ‘non-staining TALOIN Ointment encourages skin 


- sired therapeutic actions: inhibits the activity of ammonia-forming organ- — 


isms . . . replaces with readily absorbed tallow the natural skin fats that 


irritated area. 
‘7 As a routine prophylactic application to healthy skin after 


each bath, TALOIN Ointment helps prevent diaper rash: its ingredients tend 


to neutralize ammonia . . . its moisture-repellent tallow film 


THE WARREN-TEED PRODUCTS Co. 


COLUMBUS 8, OHIO 
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76.6% of patients 
preferred 


EURA 


for 


® 


CREAM... 


| relief 

of 
pruritus 
In a recent study! of 200 cases of itching dermatoses, 76.6% 


of all patients who had had previous experience with 
other antipruritics expressed a preference for Eurax Cream. 


In this study, as in previous reports*>, Eurax Cream produced 
complete relief of itching in approximately 65 per cent 
of cases, and partial relief in most of the remainder. 


Other favorable features of EuRAx Cream that were 


again confirmed include: 


V Prolonged effect lasting up to 8 hours or more. 
v No loss of effect on continued use. 
V Virtually complete lack of sensitizing or toxic properties. 


EURAX... not an antihistaminic or a -caine derivative . . . is indicated 
for prompt, prolonged relief of itch in practically all forms 
of dermatosis including pruritus due to administration 
of antibiotics. 

Eurax Cream* (brand of crotamiton cream) contains 10% 


N-ethyl-o-crotonotoluide in a vanishing-cream base. 
Tubes of 20 Gm. and 60 Gm. and jars of 1 lb. at your local pharmacy. 


Bibliography 1. Hitch, J. M.: North Carolina M. J. 12:548, 
2. Peck, S. M., and Michelfelder, T. J.: New Yok State J. Med. 50:1934, 1950. 
3. Couperus, M.: J. Invest. Dermat. 13:35, 1949, 
4. Soifer, A.: Quart. Rev. Int. Med. & Dermat. 8:1, 1951. 
5. Johnson, S. M., and Bringe, J. W.: Arch. Dermat. & Syph. 63:768, 1951. 
*U.S. Pat. $£2,505,681. 
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GEIGY PHARMACEUTICALS 
Division of Geigy Co., Inc. 
220 Church St., New York 13, N. Y. 
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buverd lhe diffe menopause 
loan easy one... guickly 
PROGYNON-B 


The menopausal patient with severe estrogen deficiency 
symptoms — the so-called “difficult case” — requires large 
doses of the natural hormone, estradiol, for ameliora- 
tion of symptoms. ProcyNon-B® (Estradiol Benzoate 
U.S.P.) supplies the primary ovarian hormone in 

high potency for speedy relief. Injected intra- 
muscularly, it initiates dramatic improvement 

rapidly and converts the difficult case to an 

easy one. Concentrations as high as 3.33 


mg. per cubic centimeter (200,000 an% 
I.U.) are available for treatment of 
these so-called “difficult cases.” BLOOMFIELD, NEW JERSEY 


In Canada: SCHERING CORPORATION, LTD., MONTREAL 
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As significant as weight and growth gains are, 
the “infant himself is not at all interested.” 

Of greater moment to him is 

“a feeding mixture he readily accepts.” 


clinical acceptability with S I M I LAC 


In a study considering the “acceptability” of various formulas, Similac was found to 
be “more readily accepted”—and very young prematures on Similac enjoyed a daily 
weight gain which was above average, and “regained their birthweight more readily 
than did infants fed the other milk mixtures,” 


scientific acceptability with S I M 1 LAC 


There is no closer equivalent to human breast milk than Similac, with its 
unexcelled nutritional advantages: 


curd tension of zero, fostering ease of digestion carbohydrate in the form of lactose 
fats chosen for maximum retention _ (as in breast milk) — ; 
50 mg. ascorbic acid per quart of formula high ratio of essential fatty acids 


full, balanced array of essential amino acids folic acid and vitamin Biz 
(same amounts as in breast milk) 


favorable calcium-phosphorous ratio 


Similac is available in Powder, 
1 Ib. tins, and Liquid, 13 fl. oz. tins 
1. Bruce, J.W., Hackett, L. J. and 


Bickel, J. E.: Feeding Premature Infants, 
J. Pediat. 35:201 (Aug.) 1949. 7 \ M & R LABORATORIES, Columbus 16, Ohio 
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Chevalier L. Jackson, M.D., Philadelphia, Pa. 


GP September, 1952 


Gastroenterology: T. Grier Miller, M.D., Philadelphia, Pa.; 
Martin E. Rehfuss, M.D., Philadelphia, Pa. 


General Medicine: Arthur L. Bloomfield, M.D., San Fran- 
cisco, Calif.; Goronwy O. Broun, M.D., Saint Louis, Mo. ; 
Harold Jeghers, M.D., Washington, D.C.; William D. 
Paul, M.D., Iowa City, Iowa; Alison H. Price, M.D., 
Philadelphia, Pa.; Edward Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick 
A. Coller, M.D., Ann Arbor, Mich.; Robert Elman, M.D., 
Saint Louis, Mo.; L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; Willis D. Gatch, M.D., Indianapolis, Ind.; Harris B. 
Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Robert A. Kehoe, M.D., Cincinnati, Ohio; 
Clarence D. Selby, M.D., Ann Arbor, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. C.; 
Raymond O. Muether, M.D., Saint Louis, Mo. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Dr. Edith H. Quimby, New 
York, N. Y.; I. Snapper, M.D., New York, N. Y. 


Neurological Surgery: Howard C. Naffziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Thad- 
deus L. Montgomery, M.D., Philadelphia, Pa.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D., San 
Francisco, Calif.; Richard W. Te Linde, M.D., Baltimore, 
Md. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 

Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.; V. H. 
Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, Ill. ; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


(Continued on page 15) 
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in hay fever 


yribenzamine’ 
unsurpassed 


as an antthistaminic agent 


And the same is true in the many 
other allergic manifestations in which 
antihistamines are prescribed: 

allergic rhinitis, serum sickness, 
angioneurotic edema, drug reactions, 

and itching skin conditions such as atopic 
and contact dermatitis and urticaria. 
Recognized for its excellent therapeutic 
effectiveness and wide range of 
usefulness, Pyribenzamine is prescribed 
today as it was when it first became 
known for maximum relief with 

minimal side effects. 

Ciba Pharmaceutical Products, Inc., 
Summit, N. J. 


PYRIBENZAMINE (BRAND OF TRIPELENNAMINE) 


Ciba 


2/1746 
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(Continued from page 13) 
Pathology: Emma S. Moss, M.D., New Orleans, La. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Katharine 
Dodd, M.D., Cincinnati, Ohio; Archibald L. Hoyne, 
M.D., Chicago, Ill. ; Irvine McQuarrie, M.D., Minneapolis, 
Minn.; James L. Wilson, M.D., Ann Arbor, Mich. 


Pediatric Allergy: Bret Ratner, M.D., New York, N. Y. 


Pediatric Surgery: Herbert E. Coe, M.D., Seattle, Wash. 


Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind.; Charles E. Dutchess, M.D., New York, 
2. 


Physical Medicine and Rehabilitation: Frank H. Krusen, M.D., 
Rochester, Minn. 


Physiology, Pharmacology and Therapeutics: McKeen Cattell, 
M.D., New York, N. Y.; J. H. Comroe, Jr., M.D., Phila- 
delphia, Pa.; Martin Fischer, M.D., Cincinnati, Ohio; 
Harry Gold, M.D., New York, N. Y.; John C. Krantz, 
Jr., Ph.D., Baltimore, Md. 


Preventive Medicine, Public Health and Statistics: F. C. Beel- 
man, M.D., Washington, D. C.; John E. Gordon, M.D., 
Boston, Mass.; Edward G. McGavran, M.D., Chapel Hill. 
N. C.; Ernest L. Stebbins, M.D., Baltimore, Md.; D. E. 

Waggoner, M.P.H., Topeka, Kan. 


Psychiatry and Neurology: Bernard J. Alpers, M.D., Phila- 
delphia, Pa.; Charles D. Aring, M.D., Cincinnati, Ohio; 
William C. Menninger, M.D., Topeka, Kan.; Herbert S. 
Ripley, M.D., Seattle, Wash.; Edward A. Strecker, M.D., 
Philadelphia, Pa.; Harold Wolff, M.D., New York, N. Y. 


Radiology: L. H. Garland, M.D., San Francisco, Calif.; Ross 
Golden, M.D., New York, N. Y.; Leo G. Rigler, M.D., 
Minneapolis, Minn.; Paul C. Swenson, M.D., Philadel- 
phia, Pa. 


Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 
M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 


Thoracic Surgery: Paul C. Samson, M.D., Oakland, Calif.; 
William M. Tuttle, M.D., Detroit, Mich. 


Toxicology: Harrison S. Martland, M.D., Newark, N. J. 


Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 
La.; William A. Sodeman, M.D., New Orleans, La. 


Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Charles D. Creevy, M.D., Minneapolis, Minn. 


Virus and Rickettsial Diseases: John H. Dingle, M.D., Cleve- 
land, Ohio; Hobart A. Reimann, M.D., Philadelphia, Pa. 


“Whirlwind” 


—a truly portable pump 


Portable but powerful. Whirlwind’s % HP. Motor produces all 
the compressed air or suction you'll ever need. Large, legible 
gauges indicate the pressure. Convenient pressure regulators. 
Automatic device supplies oil to the 
pump only when it is operating. Air fil- 
ter, muffler and suction trap are stand- 


$69.50 


Write for illustrated brochure describing it 
completely and showing suction and ether 
attachments. 
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COMPLETE MEDICAL AND 
SURGICAL SUPPLY 
609 College St. 
CINCINNATI 2, O. 
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In dermatophytosis 


SOPRONO!’ 
POWDE 


Wyeth Incorporated, Philadelphia 2, Pa. 
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Chis Month’s Authors 


Marvin A. Block, M.D., 


associate in medicine at the University of Buffalo School of Medicine, Buffalo, New York, 
received his medical degree from this school in 1925. Dr. Block, who served his internship 
at Buffalo General Hospital and Meyer Memorial Hospital, both in Buffalo, did postgraduate 
work in London, Paris, Berlin, and Vienna. Author of numerous papers on alcoholism, he is 
president of the New York State Council of Committees on Alcoholism and chairman of the 
Erie County (New York) Medical Society’s Committee on Problems of Alcoholism. He is also 
chairman of the Education Committee of Western New York Committee on Alcoholism. 


Daniel B. Kirby, M.D., 


is professor of ophthalmology at New York University College of Medicine, New York City. 
He served an internship at Toronto General Hospital, Toronto, Canada, and a residency in 
surgery at Bellevue Hospital, New York City, where he was later surgeon in chief of the depart- 
ment of ophthalmology. Dr. Kirby is consultant in ophthalmology at the Manhattan Eye, 
Ear and Throat Hospital, New York City. A graduate of Western Reserve University School 
of Medicine, Cleveland, Ohio, he has been certified by the American Board of Ophthalmology 
and by the American Board of Plastic Surgery. 


Robert Lich, Jr., M.D., 


professor and chairman of urology at the University of Louisville School of Medicine, Louis- 
ville, Kentucky, is also consultant in urology for the U.S. Veterans Hospital and for the U.S. 
Army at Fort Knox, Kentucky. He was graduated with an M.D. degree from Long Island 
College of Medicine, Brooklyn, New York, and received an M.S. in pathology from the Uni- 
versity of Louisville School of Medicine, Louisville. Dr. Lich isa fellow of the American College 
of Surgeons and a member of the American Urological Association. He is co-author with 
Dr. Joseph Maurer of the article appearing in this issue. 


Roy Swartout, M.D., 


internist at the Medical Center of El Monte, El Monte, California, and associate in medicine 
at the University of Southern California, Los Angeles, California, received his medical degree 
from the University of Buffalo School of Medicine, Buffalo, New York. He served an internship 
at the Cottage Hospital in Santa Barbara, California. After two years’ Army experience in 
neuropsychiatry, he was assistant resident in pathology, then clinical pathology, followed by 
a residency in medicine at the Santa Barbara Cottage and Santa Barbara General hospitals, 
Santa Barbara. 


Franklin H. Top, M.D., 


is professor of epidemiology and pediatrics at the School of Public Health, College of Medical 
Sciences at the University of Minnesota, Minneapolis, Minnesota. A graduate of the University 
of Pennsylvania School of Medicine, Philadelphia, he was formerly director of the Herman 
Kiefier Hospital, Detroit, Michigan, and clinical professor and acting chairman of the depart- 
ment of preventive medicine and public health at Wayne University College of Medicine, 
Detroit. Dr. Top is the author of the textbook, Communicable Diseases, and of numerous 
articles on infectious diseases and epidemiology. 
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convenience in broad-spectrum therapy 
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~ 100; 100 mg. and 50 mg. tablets, 
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p Yours Cruly.. . 


LETTERS FROM OUR READERS 


Anions and Cations 
Dear Sir: 

In your June, 1952 issue, page 32, there is an editorial on 
‘Blood Chemistry: Milliequivalents.”” I enjoyed this article 
very much and I agree that all of the equivalents dosages, 
etc., should be more “metric.” 

There is one statement that has me confused, and I’d like 
to know whether or not this is a clerical mistake or whether 
I don’t get the point of thought. 

In the third paragraph, you state: ‘One milliequivalent of 
sodium can combine with one milliequivalent of chloride, so 
that normally in each liter of serum there are about forty 
milliequivalents of the anion, sodium, available for chemical 
combination with cations other than chlorides.” 

My question is: Don’t you have the terms anions and 
cations reversed in this instance, because I thought that Na 
was a cation and the chlorides were anions? 

appreciate clarification. 

I have been enjoying GP very much. 

F. A. McCammon, M.D. 
Van Wert, Ohio 


Yes. Chloride is an acid ion (anion); sodium is a basic ion 
(cation).—Ep. 


Physician for Seneca 


Dear Sir: 

Wilbur E. Coulter, M.D., passed away July 25, 1952, after 
forty years of successful practice. We are offering the prac- 
tice as follows for consideration of those who may be in- 
terested: 

Seneca, Illinois. Population, 1,500. 70 miles S.W. of 
Chicago. Prosperous farming community. Neighboring 
towns of 5,000, 8,000, 15,000 within radius of 12 miles. 
Two well-equipped hospitals within a radius of 12 miles. 
Du Pont Company plant of 600 employees in Seneca. Camp- 
bell Soup expected to build canning plant here. Chicago 
Bridge & Iron ship building plant here inactive at the pres- 
ent but may be reactivated; employed 10,000 during the war. 

Well-equipped modern office building—waiting room, re- 
ceptionist’s office, doctor’s office, treatment room, resting 
room, drug room, storage room, lavatory. 

Dr. Coulter was Rock Island physician ; examiner for eight 
insurance companies; former president of hospital staff; for- 
mer Du Pont Company physician. $11,000 gross. Practice 
restricted last few years. Can easily be increased to $20,000. 

Patients anxious for replacement. Will introduce if de- 
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sired. Available immediately. Opportunity for energetic 
man. Price very reasonable. Terms can be arranged. 
Should you know of anyone who may be interested in such 
practice, we would appreciate your calling it to their or our 
attention. 
Mrs. W. E. Coutrer 
W. E. Coulter Estate Executor 


Seneca, Illinois 


Not Yet 
Dear Sir: 

Kindly let me know the yearly subscription for GP... . 
how to send you the amount. Have you any agents in Pakis- 
tan through whom the amount can be sent? Request a sam- 
ple copy be sent to know the standard of its contents. 

Dr. Noormp, F.R.C.S. 
P.O. Tandojam, 
Pakistan West 


With a slightly red face, we had to confess to Dr. Noormd that 
we have not yet gotten around to appointing any agents in far-off 
Pakistan. But we did send off a sample copy to the good doctor, 
confident that its contents would strike as high a standard on the 
other side of the globe as it does “‘state-side.”,—PUBLISHER 


Quick Discovery 
Dear Sir: 

Fredericktown has no hospital, and it did not take me long 
to discover during the year since I finished my internship 
that home deliveries, though advantageous to the families 
involved, were somewhat less than ideal to the physician! 
Consequently, I planned to incorporate a delivery room into 
my new office (did the first delivery there just this morning). 
So, I was greatly interested in the article by D. G. Miller, Jr., 
M.D., in the December, 1950 issue of GP. The copy I have 
is borrowed and must be returned, so may I please have a 
copy of this invaluable article? Some day I hope to visit 
Dr. Miller’s clinic. 

Bryan A. Micnaetis, M.D. 
Fredericktown, Maryland 


Our thanks to Dr. Michaelis for his kind letter of evidence of 
the practical value of GP’s articles were best expressed by sending 
him a complimentary copy of the issue requested, to assist him 
in establishing his new practice.—PuBLISHER 

(Continued on page 21) 
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a new 
synthetic 
narcotic 


for longer-lasting 
pain relief 


MORPHINE 
*Dose: 15 mg (1/4 gr) 
Pain Relief: 4 to 6 hrs 


frequent 
frequent 
frequent 
frequent 


occasional 


SIDE EFFECTS 


diminished urine 


constipation 


disorientation 


depressed appetite 


nausea 


vomiting occasional 


Caution: Dromoran is a narcotic analgesic. It has addic- 
tion liability equal to morphine and for this reason the 
same precautions should be taken in administering the 
drug as with morphine. 


DROMORAN®—brand of methorphinan (dl-3-hydroxy-N-methylmor- 
phinan) 


* Average dose 


(dl) Hydrobromide 


HorrMann-La Rocue Inc. - Rocue ParK « NutLey 10 New JERSEY 
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(Continued from page 19) 


For Referring and Re-referring 
Dear Sir: 

Highest praise to the “Abstracts” editors! They have 
cleared away the debris and constructed a skeleton on which 
we can rehang all the essential parts. I already find myself 
referring and re-referring to its pages. 

Joun R. Fowter, M.D. 
Barre, Massachusetts 


Dear Sir: 

‘t Abstracts” is a marvelous job and everyone who had any- 
thing to do with it should be complimented. I was right in 
the middle of the entire Assembly, taking an active part in 
the program, but “Abstracts” has shown me how much I 
missed and how badly I needed it to bring me up to date. 

Anprew S. Toms, M.D. 
Victoria, Texas 


Opportunity in Small Community 
Dear Sir: 
The mayor and council of Delaware City, a community of 
1,200 persons, located about fifteen miles from Wilmington, 
are most desirous of obtaining a physician for their com- 
munity. The only physician there is failing in health and 
can serve the community only a few hours a day. 
The president of the local chapter of the American Acad- 
emy of General Practice requested this letter to you, feeling 
that you may know of a physician interested in locating in a 
small community. 
Any one interested should contact the mayor of Delaware 
City for further information. 
Henry H. Stroup, M.D. 
Secretary 

New Castle County Medi- 

cal Society of Delaware 


Info to Trinidad 
Dear Sir: 

We thought you might be interested in this: A Dr. J. 
Camps-Campins, 104 Frederick Street, Port-of-Spain, Trin- 
idad, wrote to us asking for the address of the A.A.G.P., 
which we sent him. 

He was interested in the article, ‘‘Electrocardiography for 
the General Practitioner,” which we reprinted from GP. 

He’ll probably be writing to you. His letter to us was most 
courteous and flattering. He twice remarked that he appre- 
ciated our running the serialized version of the reprint. 

Stan.ey STECKLER, Editor 
The Radsidian-El Radiqueno 
International General Electric 
Company, New York, New York 


Indeed we were interested to hear from el medico Camps- 
Campins, as we have been from doctors in many far off countries 
who have heard about the A.A.G.P. and want to hear more. 

—PUBLISHER 


Reinstatement 
Dear Sir: 
I dropped my A.A.G.P. membership last year, but after 
seeing what good you are doing in the larger cities, helping 
(Continued on page 23) 
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Aminodrox, a tablet containing colloidal 
aluminum hydroxide with 14% or 8 gr. 
of aminophylline provides a dependable 
method of oral administration of amino- 
phylline in doses large enough to pro- 
duce the same high blood levels obtain- 
able with parenteral administration. 


This is possible with Aminodrox because 
gastric disturbance is avoided. 


Aminodrox now makes it possible to dis- 
card the inconvenience and potential 
hazards of non-emergency parenteral 
aminophylline. Besides its use as a diu- 
retic, it is now feasible to use oral amin- 
ophylline therapy in the treatment of 
congestive heart failure, bronchial and 
cardiac asthma, status asthmaticus, and 
paroxysmal dyspnea. 


Several studies* attest to the large dose toler- 
ance of Aminodrox. A dose of 36 grains daily 
produced blood levels higher than would be cus- 
tomarily aimed at with parenteral administra- 
tion. In hospitalized patients on this excessively 
massive dosage, only 27% showed gastric dis- 
tress. Contrast this to the 42% intolerance to 
plain aminophylline with only 12 grains a day. 


* Cronheim, G., Justice, T. T., and King, J. S., 
Jr., A New Approach to Increasing Tolerance 
of Oral Aminophylline—to be published. 

* Justice, T. T., Jr., Allen, G., and Cronheim, G., 
Studies with Two New Theophylline Prepara- 
tions—to be published, 
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(Continued from page 21) 
men to get recognition in the hospitals, I would like to be 
reinstated. 
L. S. Born, M.D. 
Conway, Massachusetts 


The fold is open to straying sheep who wish to rejoin the flock. 
Former member Boeh’s name has been forwarded to the secretary 
of the Massachusetts chapter for reinstatement.—PUBLISHER 


A Long and Profitable Association 
Dear Sir: 

It was with a great deal of pleasure that I received my 
first two copies of GP; it was with even greater pleasure that 
I read them. It would be of little avail for me to add more 
compliments to the many that GP has already received. I 
would like to say that I find the articles and their presenta- 
tion excellent. 

Your offer concerning back issues of GP was very kind. 
I would like to take advantage of it by requesting the issues 
of January-April, so that I might have a complete volume to 
start off what I believe will be a long and most profitable 
association with this periodical. 

Raymonp A. Scunemper, M.D. 
Bangor, Maine 


Kindling Wood 
Dear Sir: 

I have two sticks for the fire. First, I am concerned that 
no one takes seriously the importance of medical journals in 
postgraduate training and in keeping the general man in- 
formed. I just attended a good two-day meeting, but came 
home feeling that a few hours’ reading several good journals 
(as GP) would have done me more good. 

Second, I feel that accident prevention is the most impor- 
tant preventive medicine aspect we have. Some medical 
organization should get concerned about the thousands of 
kids who are killed and injured each week—say one-tenth as 
concerned as they are about politics and socialized medicine. 

Wutarp N. Hayes, M.D. 
Norway, Michigan 


GP Takes a Journey 
Dear Sir: 

Please send me a sample copy of GP and let me know the 
subscription rate for one, two, or three years. 

I have read in the American Practitioner an abstract from 
GP, and I shall be much obliged if you can send me a sample 
copy. 

C. J. Pater, M.D. 
Mombasa, Kenya 
Africa 


In a Nutshell 
Dear Sir: 

This letter is to tell you what a magnificent job you and 
the editors have done in compiling the 1952 ‘*Abstracts.” 
Our membership should feel fortunate in having available 
such a fine piece of work as this, and I want to express my 
appreciation for your efforts in producing a complete record 
of the 1952 Assembly. 


Joseru Linpner, M.D. 
Cincinnati, Ohio 
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A DAY AND NIGHT 
E DIFFERENCE IN TREATMENT 


Each tablet contains: 


Phenobarbital 
Aminophylline...... 
Ephedrine HCl......... 
Benzocaine 


Give t.id. a.c. at 10 P.M. 
IRWIN, NEISLER & CO, DECATUR, ILL. 
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Dainite Dainite : 
Tablets 
Ya gr. 4 
Ye gr. 
4 gr. 
Yo gr. 
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METHAMPHETAMINE HYDROCHLORIDE, McNEIL 


will 
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100°and 1000. Also available in 

a pleasant-tasting elixir ( color amber); 
E each 30 ce. (1 fl. oz.) containing 20 mg.— 
. pints and gallons. Samples on request. 
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‘Carbo-Resin’ Therapy 
Simplifies Control of Edema 


e Permits more liberal salt intake, enhances palatability 
of diet 


Safely removes sodium from intestinal tract and 
prevents its reabsorption 


Decreases the frequency of need for mercurial diu- 
retics by potentiating their effectiveness 


May be lifesaving therapy for patients who have 
developed a resistance to mercury 


Useful in congestive heart failure, cirrhosis of the 
liver, edema of pregnancy, hypertension, or when- 
ever salt restriction is advisable 


Eli Lilly and Company + Indianapolis 6, Indiana, U. S.A. 


New recipe book helps keep patients on ‘Carbo-Resin’ 


A new unflavored 'Carbo-Resin,’ which can be incorporated in cookies, pud- 
dings, fruit juices, and the like, is now available. Printed recipes giving 
complete directions for preparing a variety of tasty dosage forms in the home 
can be obtained from the Lilly medical service representative or direct 
from Indianapolis upon request. 


CAUTION: Only unflavored 'Carbo-Resin’ is suitable for incorporation in 
recipes. 


PRESCRIBE FLAVORED OR UNFLAVORED 


Carbo-Resin 


(SODIUM REMOVING RESINS, LILLY) 
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Editorials 


Where Does the Doctor Fit into the Picture? 


Tue history of the world is the story of the continu- 
ous expansion of community. Today, advance- 
ments in technology, progress in means of commu- 
nication and transportation have physically brought 
mankind into one community. Drastic action in any 
one part of the world inevitably brings serious con- 
sequences in other areas. Modern man gropes blind- 
ly to determine what role he must play to achieve 
the stability and peace on which future existence 
and progress depend. At the same time, he realizes 
dimly that though we profess to be children of God 
and brothers on earth, we are too far behind in 
spiritual development to cope with the complex of 
problems the mid-twentieth century brings. We are 
reluctant to understand the truth concerning our 
situation, we lack the faith necessary to accept a 
world view in our thinking. Nonetheless, we cannot 
escape the serious consequences of our ignorance 
and selfishness. 

Toward the solution of today’s problems, the 
physician can make a unique contribution. Tradi- 
tionally the healer of the ailments of the individual, 
he must now project himself into a situation in 
which cure is sought for mankind’s collective sick 
spirit. That such profound trauma can be treated 
dramatically and suddenly is patently absurd. There 
is as yet no wonder drug for broken dreams. But the 
individual doctor can contribute to a brave new 
world more effectively than he suspects—by his 
own awareness of the social and economic crisis 
through which we are passing, by using his knowl- 
edge and skill to go beyond the physical hurt that 
brings the patient to his door, by making that 
patient better prepared, physically and emotionally, 
to make intelligent, mature decisions. 

To this the doctor must add his own participa- 
tion in the events of his times, realizing that neither 
his nor any other class can be set apart as outside 
the affairs that “try men’s souls.” In this moment of 
history through which we live, no man is exempt 
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from the need to surpass himself in the area ot 
human relations. That is what Albert Schweitzer 
testified to so magnificently when he left his home 
and worldly acclaim as doctor, scholar, philosopher, 
and musician to live among and minister to the 
physical and spiritual needs of his African brothers. 
Not every physician can be an Albert Schweitzer. 
But every physician must recognize that, as John 
Donne put it in the 17th century, “no man is an 
ilande entire of itselfe.”” Whether the doctor likes it 
or not, and for better or for worse, he is “involved in 
mankinde.” The whole world has become his com- 
munity, and all of suffering, inadequate mankind 
sits in his waiting room. 


Drug Therapy of Tuberculosis 


STREPTOMYCIN, para-aminosalicylic acid (PAS), and 
isonicotinic acid derivatives have been proved to be 
quite effective antituberculosis agents, especially 
when used in certain combinations. Still to be set- 
tled is the question of using such drugs in milder 
forms of tuberculosis. In this connection, we find 
the usual spread of opinion from the most liberal— 
advocating drug therapy for indications as slight as 
a change in tuberculin sensitivity from negative to 
positive—to the conservative which would reserve 
drug therapy for cases in which there is progression 
of an active tuberculous lesion. 

In favor of the liberal viewpoint, we must acknowl- 
edge that the principal disadvantages of promiscu- 
ous use of these drugs have largely been eliminated. 
With modern methods of administration, fears about 
drug toxicity and organism resistance are gone. 

On the side of the conservative, the administra- 
tion of potent drugs always increases the costs of 
treatment unless it can be shown that they are truly 
indicated. Also, many physicians have an ingrained 
disinclination to prescribe drugs until they are sure 
the drugs will do some good. This disinclination 
carries the risk of retrospective self-criticism when- 
ever additional data later show that the drugs were 
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important after all. An outstanding example of such 
second-guessing in the case of antituberculosis 
drugs is recorded by Ravreby, Caron, and Georgan- 
tas, writing about childhood tuberculous meningitis 
in the New England Journal of Medicine for June 5, 
1952. They found a discouragingly high incidence 
of serious permanent neurologic disorders in the 
children who recovered from tuberculous meningitis 
under streptomycin-PAS therapy. The authors con- 
cluded that meningitis and its sequels might be pre- 
vented with earlier treatment, including administra- 
tion of antituberculosis drugs to all children having 
a progressive primary complex. 

The fact remains that we still do not know wheth- 
er drug therapy has any advantage in certain mild 
forms of tuberculosis—for example, whether or not 
it will make an appreciable difference if used in all 
cases of a primary complex in children. Until prob- 
lems like this are solved by further experiences, it is 
wisest for most physicians to adopt the conservative 
attitude. However, this implies that they must be 
alert to the rapid advances appearing in this field. 
These advances are causing us to swing more and 
more toward the liberal side. As recently as two 
years ago we would not have recommended strepto- 
mycin-PAS treatment for general use in minimal 
pulmonary tuberculosis in adults. Today this is re- 
cognized as an indispensable supplement to basic 
sanatorium care. 


President’s Commission Delays Report 


RECENT reports that the President’s Commission on 
the Health Needs of the Nation is behind schedule 
in gathering statistical data for its first report, and 
that, as a consequence, the report will be released 
with the commission’s final recommendations in 
December instead of earlier in the fall, will not 
come as too great a surprise. Magnitude of the proj- 
ect made it seem unlikely from the beginning that 
a thorough survey could be accomplished in the 
time allowed. 

Dr. Paul Magnuson, commission chairman, as 
well as members of the group, have indicated that a 
spirit of public service motivated their acceptance of 
the task; however, with the exception of Dr. Mag- 
nuson, all commission members have other de- 
mands upon their time, leaving it largely to the 
salaried staff to sift through the vast amount of data 
accumulated from panel discussions, written state- 
ments, and published reports. To many observers, 
that staff has not appeared to be large enough or ex- 
perienced enough to analyze expertly and to pre- 


pare a factual report from such a mountain of infor- 
mation in a few months’ time. 

Under these conditions, the reports emanating 
from the commission may very well be unduly influ- 
enced by the persuasiveness of particular panel par- 
ticipants, by the staff personnel’s own attitude on 
various phases of the subject, and, finally, by the 
interests and desires of the commission members 
themselves. A real objectivity and impartiality must 
be dependent upon sufficient time to digest and 
evaluate all available information. 

During early panel sessions on general practice, 
one commission member, Dr. Evarts Graham, evi- 
denced a rather unrealistic attitude toward the need 
of general practitioners to do surgery. His query as 
to why any general practitioner ever needed to do 
any surgery indicates that he may be more interested 
in bolstering his own bias than in seeking pro- 
cedures to improve distribution of well-trained 
family doctors. 

However, during this same panel it was made 
clear that the general public is interested in getting 
more general practitioners, and in having them dis- 
tributed geographically so that everyone may have 
a personal physician. American Academy of General 
Practice representatives participating in the panel 
presented information and documents representing 
years of study on the subject, as well as outlines of 
programs geared to improve production and distri- 
bution of family doctors. Such programs represent 
the co-ordinated effort of all groups seriously con- 
cerned with the problem—the American Medical 
Association, its state and county societies ; the Asso- 
ciation of American Medical Colleges, and its mem- 
ber schools; as well as the A.A.G.P. 

Most of these programs originated at the local 
level and developed out of experience. 

Practically all medical schools now include in 
their curricula some type of program to better pre- 
pare students for a career in general practice. Most 
internships are now designed to give young physi- 
cians training in general practice. And the place- 
ment services of state medical societies are func- 
tioning as liaison between young physicians and 
communities needing doctors. 

It is anticipated that the commission’s final report 
will acknowledge these efforts, but will stress group 
practice, community health councils, and regional 
hospital plans. Possibly there will be included model 
plans outlining the exact role of each individual con- 
cerned with health and medical care. That will 
make a neat package, but the realities of the situa- 
tion remain. 
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They include such problems as the obtaining of 
properly trained personnel to make the wheels go 
*round, plus the wherewithal to support them. Cen- 
tralized control from the top will not obviate the 
necessity of considering local factors and conditions 
at the bottom. Over-all planning for distribution of 
medical services has been promulgated before by 
government agency. Such plans do serve as useful 
guides for communities desiring to improve health 
and medical facilities, but they do not of themselves 
provide trained personnel or funds to support them. 

While our nation continues to reject planned 
economy, such problems must be faced and tackled 
at the local level. 


Old or New 


**Be nor the first by whom the new is tried, nor yet 
the last to discard the old.” This often-quoted ad- 
vice to young physicians is an acknowledgement of 
the fact that there are extremes of opinion about 
every new development. Whenever a new thing 
comes along, there are always some people who ac- 
cept it enthusiastically, and others who refuse to 
have anything to do with it. When the new thing is a 
potent drug, the extremes of attitude actually en- 
courage scientific evaluation of the drug. Indeed, we 
purposely devise a method of extremes when we 
compare the results of a drug-treatment with the re- 
sults of no-treatment (controls). By such compari- 
sons of trial and omission, we finally obtain an al- 
most unanimous opinion about whether or not the 
new drug has any therapeutic effect at all. This ends 
the first phase of investigation of the new drug. 

If the drug is adopted, it is then ready for the 
harder clinical tests designed to measure its worth 
by comparison with other agents of known effective- 
ness. This is the second phase of investigation; it 
often has many ramifications and can be very tedi- 
ous. But this phase is indispensable if we are to use 
drugs discriminately. We must be patient even 
though, when this phase is completed, the new drug 
has become an “old” one. 


The Way To Begin 


As Dr. SamMugEt JOHNSON once said—or Boswell, 
or Mark Twain, or Ben Franklin, or Lowell Goin, or 
somebody—'The way to begin a thing is to begin.” 

Are you sick and tired of the multitudinous medi- 
cal meetings that intrude on your family life, your 
personal relaxation, and your professional time? 
Well, why don’t you do something about it? You 
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can eliminate some of the unnecessary meetings in 
your community, if you’ll make a beginning. 

Nearly everyone agrees that there are too many 
meetings. There is also agreement that the least 
essential and productive is the time-honored hos- 
pital staff meeting. Already a few enlightened medi- 
cal communities have taken steps to eliminate un- 
necessary hospital staff meetings. Why not yours? 

Here’s the way to do it: 

At the very first meeting of your county medical 
society this fall, ask for the floor, rise, and read 
this editorial. Then move that a committee be 
appointed to survey the local situation and make 
recommendations. (Previously, you have arranged 
for a friend to second your motion and have told 
the president you want to be on the committee.) 

Once the committee is appointed you call in a 
member of each of the local hospital staffs and the 
various academies, study clubs, research groups, 
and mutual admiration societies that hold regular 
meetings. Get an agreement that none meet oftener 
than once every three months. Group pressure from 
those who agree will persuade those who are in- 
clined to hold out. 

The first person who objects that you must have 
monthly staff meetings is asked to prove it. Who 
said so? The answer is no one. It isn’t true. The 
American College of Surgeons doesn’t impose any 
such requirement for approval. Anyway, the Ameri- 
can College of Surgeons is no longer in charge of 
hospital approval; it’s been taken over by the Joint 
Commission on Hospital Accreditation. And they 
haven’t said so. 

Then you report to the county society that the 
thing is done. 

And the next night you stay home with the family. 

But, first you have to begin. 


When the Heart Stops Beating 


For THE average physician, experience with reme- 
diable cardiac arrest is a rare thing. And like other 
rare emergencies, it is likely to come when least 
expected. But early recognition can literally make 
the difference between life and death. For these 
reasons—the fact of rarity and the vital importance 
of instant diagnosis—we must be constantly ready 
to deal with this emergency. 

Opportunities to use definitive treatment for 
cardiac arrest are pretty well limited to hospital 
practice. Most of them are encountered during 
operations or just after an anesthetic has been 
started. The arresting agent may be nothing more 
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than the topical application of an anesthetic solu- 
tion in preparation for a bronchogram. When a 
patient’s heart stops beating, the first thing for the 
physician to remember is that he has no more than 
three to five minutes to get it started again. If more 
time passes before beating is restored, it is a fore- 
gone conclusion that the brain will have sustained 
irreparable damage from anemia. Afterward, al- 
though the patient may survive, his life will be more 
vegetable than human. 

The diagnostic criteria for cardiac arrest are 
quite simple. If the patient is not already uncon- 
scious from the effects of anesthesia, he suddenly 
loses consciousness and stops breathing. Peripheral 
pulses completely disappear and there is no blood 
pressure. Unless an electrocardiograph is attached 
to the patient, there is no way to tell whether the 
heart has stopped beating entirely or is in a state 
of ventricular fibrillation. For the moment this does 
not matter; the first steps in treatment are the same. 

Two things must be done immediately and simul- 
taneously. One, artificial ventilation must be started. 
If an anesthesia machine is not already in use or 
instantly available, mouth-to-mouth breathing is 
used until a machine arrives. Then 100 per cent 
oxygen is forced into the lungs. Two, the heart must 
be massaged. If an abdominal operation has been in 
progress, the surgeon can try to get to the heart by 
slipping his hand through an incision in the dia- 
phragm, or he may attempt to compress the heart 
against the sternum without cutting the diaphragm. 
If these measures are ineffectual or if there is no 
pre-existing abdominal incision, the chest should 
be quickly opened. Birnbaum recommends an in- 
cision up to 10 inches, extending laterally from 
the sternum in the fourth or fifth interspace. The 
fourth and fifth costal cartilages are cut so that the 
surgeon can slip his hand into the chest and grasp 
the heart. Then he can compress the heart by any 
method that is effective in delivering blood to the 
arteries at a rate of 60 to 80 “beats” a minute; he 
uses both hands if necessary. 

Other measures are less important because they 
are less urgent. If the heart is in asystole, the sur- 
geon can inject 5 to 10 cc. of 1:10,000 epinephrine 
solution into the cavity of the right auricle or 
ventricle. If the heart is in ventricular fibrillation, 
the injection should consist of 5 cc. of 1 per cent 
procaine solution; later an electric defibrillator may 
be needed to shock the heart back to its normal 
beat. Intravenous or intra-arterial infusions can be 
given to augment blood volume. 

The essence of treating cardiac arrest is speed in 


doing the right things first. When this rare emer- 
gency confronts us, we are inclined to do some things 
that are foolish because they accomplish nothing 
except to waste time. To prevent delays, Beck 
devised a list of don’ts which Birnbaum has recently 
republished. 


1. Don’r listen for a faint heart sound. 

2. Don’r wait for an electrocardiogram. 

3. Don’r inject epinephrine through the chest wall 
into the heart. 

4. Don’t dilate the rectal sphincter. 

5. Don’t give mechanical respiration by compression 
of the chest. 

6. Don’t give a blood transfusion. 

7. Don’t give an intra-arterial transfusion. 


With something like three minutes for definitive 
action when the unexpected happens, our atten- 
tion to these “‘don’ts” may give some patients an- 
other chance at life. 


The First Years 


THE early years in life are thought to be the most 
important for shaping character. Recognizing this, 
all of us strive consciously to give our children as 
much security as- possible during their formative 
years. We study the causes of children’s fears and 
plan how to banish their fears, how to prevent feel- 
ings of insecurity from infiltrating their minds. 

When students enter medical school, they are 
like children in their susceptibility to influences 
that promote security—or insecurity, as the case 
may be. It is therefore these first years in medicine 
that have the largest effect in determining character 
in physicians. Do teachers take full advantage of 
their opportunities? Do they fully strive to banish 
fears and promote a feeling of security in students’ 
minds? Recently these questions were put to a man 
who has spent years in observation and study of 
medical education and its products. His answer was 
simple and emphatic: “No, period.” 

When you ask medical students what makes them 
afraid during their years in school, they all respond 
in about the same way. It takes a little time for them 
to realize that you are serious. Then they talk main- 
ly about two things: first, examinations and passing 
grades; second, personal illness. 

Now these are obvious, superficial, natural fears 
that can hardly be entirely prevented under present 
methods of education. Fear of failure is an intrinsic 
part of our competitive system. Fear of personal ill- 
ness is strong because it is so great a threat to a 
cherished career; and it is intensified at first because 
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students are just learning how varied and serious 
diseases can be. Not that these obvious fears should 
be entirely disregarded. The first can be lessened by 
wholesome faculty-student relationships, and the 
second by a good student health program. 

More and more general practitioners are accept- 
ing faculty appointments in medical schools. We 
are convinced that this is a good trend, because we 
know that they have much to contribute to students. 
Not their least contribution can be promotion of a 
feeling of security for students--a job for which 
successful general practitioners have a natural apti- 
tude. This is a priceless gift—a gift to be purposely 
cultivated and enlarged. Here is another way in 
which we can prepare for our work as general-prac- 
titioner teachers. 


Keep Patients at Home 


Too many patients go to hospitals. Now don’t get us 
wrong. We are not complaining about the over-all 
incidence of disease. No, we are criticizing the mod- 
ern tendency to make too many illnesses problems 
for hospital rather than home care. 

A few years ago costs of medical care had risen so 
high that something had to be done about it. One 
solution was to sell hospitalization insurance on a 
voluntary basis to a great many people. This was 
done, and the results for the individual subscriber 
were good. He didn’t feel the pinch of hospital ex- 
penses because they were spread among all the sub- 
scribers. But meanwhile hospital costs went still 
higher, and there was a natural tendency for the 
insured to want to use their insurance—sometimes 
with very little justification. The resulting strain on 
insurance carriers was eased by a simple expedient 
—premiums went up. And the end is not in sight. 
Costs of running the hospitals continue to rise— 
mainly because of nonprofessional expenses—and 
endowments are steadily declining. 

We have been discussing the effects of inflation 
on hospitalization insurance. But this problem of the 
rising cost of hospital care affects everyone—not 
just the insured. It is reflected in our taxes for hos- 
pital care of the indigent, the veterans, and the 
armed forces personnel. And with economic stabil- 
ity something like the weather—to be discussed but 
not influenced—we physicians are left with only one 
direct method for cutting hospital expenses. We can 
send fewer patients to hospitals. The hospitals will 
not suffer; most of them are carrying more patients 
than they need for efficient, economical operation. 
Most of the patients we could select for keeping at 
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home would be medical cases. A moment’s thought 
by any physician will bring to mind a number of re- 
cent examples in his own practice—patients who 
could have been treated at home just as well as in the 
hospital but who were hospitalized for somebody’s 
convenience or peace of mind. Another moment’s 
thought, and it is apparent that ingenuity and com- 
mon sense enable a physician to deal safely with 
many “medical emergencies” without recourse to 
the hospital. Everyone who saw Dr. D. G. Miller’s 
exhibit at the 1952 annual sessions of the Academy 
and of the A.M.A. will get the idea. 

There is one obvious personal objection to a pol- 
icy of treating more illnesses in the home: physi- 
cians may have to work harder. We believe this 
would have little influence. Physicians have always 
been ready to work a little harder when it is to the 
patient’s advantage. 

From the patient’s viewpoint, there are good rea- 
sons for preferring to stay at home when he is sick— 
reasons entirely above financial considerations. He 
rests better in his own environment, avoids the con- 
fusion and tensions of a trip to the hospital, has the 
feeling of security that comes from being with his 
family and under the care of his family physician. 

So, when it’s a toss-up whether to treat a patient 
at home or send him to a hospital, if the home is 
a good one, don’t hesitate. Don’t call the hospital. 


New Film Lauds Community Physicians 


Tue general practitioner comes in for a pictorial 
puff in a fifteen-minute documentary film, ‘Your 
Doctor” just being released to commercial theatres 
by RKO-Radio pictures. 

Central figure in the film is a member of the Amer- 
ican Academy of General Practice, 37-year-old Dr. 
George Bond, who travels the mountains of Hickory 
Nut Valley, North Carolina, in a jeep, and whose 
endeavors in rural practice have led to establish- 
ment of Valley Clinic and Hospital, supplying the 
best in medical care to citizens of that remote area. 

The picture, which was prepared with the co- 
operation of the American Medical Association, 
shows the high quality and availability of medical 
education and medical care in the United States. 

Medical hearts will warm at the film’s concluding 
statement: “In the lives of men and women who 
practice the art and science of medicine is realized 
the noblest of human aspirations. For long ago it 
was said that in no other act does man approach so 
near the gods as when he is restoring the sick to 
the blessing of health.” 
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BY DANIEL B. KIRBY, M.D. 


New York, New York 


Tue general practitioner is often called upon to 
give first aid in emergencies involving the eyes. 
Many situations require his attention—ocular trau- 
ma, infection, sudden loss of vision through hemor- 
rhage, separation of the retina, inflammation of the 
eyes, the request of an ophthalmologist to examine 
a patient for the cause of sudden blindness or to 
help prepare a patient for an emergency eye oper- 
ation. 

In periodic health examinations it is well to 
look for important eye conditions, because certain 
unobserving patients may have lost much or all of 
the vision of one eye without being aware of it. 

The systemic use of the antibiotics and sulfon- 
amides has been proved to have wonderful value 
in the selected early treatment and cure of ocular 
infection and inflammation. The local use of aureo- 
mycin and terramycin is very helpful. I use anti- 
biotics routinely for the prevention of infection in 
intraocular surgery. The new agents, cortisone 
and ACTH, have become very popular in a short 


Figure 1. Rather mild-appearing but actually a severe, second degree 
chemical burn of the cornea and conjunctiva of each eye. May be caused 
by acid, alkali, or liquid refrigeration gases. The final loss of substance 
is greater than is at first apparent. Figure 2. A third degree chemical 
burn with great immediate clouding and necrosis of cornea and con- 
junetiva. Early perforation and loss of eye. Figure 3. Dermatitis and 
conjunctivitis caused by unknown contact substance. Figure 4. Multiple 
foreign bodies in cornea as caused by explosion. None of these per- 


forated. Permanent localized opacities produced. 
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Many eye conditions are urgent problems to the general 
practitioner because he sees them first and must prescribe 
emergency treatment. He should assay accurately the full 
extent of injury or disease and have some idea of prognosis 
for maintenance or restoration of vision. A family physician 
should not accept responsibility for more than emergency 
treatment of serious disorders; these are in the province of 
the ophthalmologist. 


time. They help greatly in holding in check the 
destructive action of disease on the sensitive neural 
elements of the eyes while a cure is being effected 
by other means. Even though they should be used 
early, care should be taken to rule out certain 
forms of ocular tuberculosis before cortisone and 


ACTH are employed. 


Trauma 


The delicate visual sense organ is much exposed 
to injury, yet it is protected by the bones of the 
orbit and by the lids and their reflexes. After 
trauma—even minor trauma—the eye reacts with 
lacrimation, blepharospasm, pain, and congestion, 
so that complete examination without anesthesia 
may be difficult or impossible. For lesser injuries, 
the instillation of 0.5 per cent Pontocaine, 1 per 
cent Holocaine, or even 2 per cent cocaine will 
make examinations easier. It is well not to con- 
tinue using a local anesthetic for treatment or re- 
lief, since erosion and ulceration of the cornea may 
develop through drying and softening of the epi- 
thelium. In all cases of trauma, gentle irrigation 
with sterile normal saline, with 1 to 2 per cent 
bicarbonate of soda solution, or with plain water 


Figure 5. Traumatic orbital hemorrhage with rupture of the eye. 
Figure 6. Massive traumatic subconjunctival and intraocular hemor- 
rhage. Figure 7. Rupture of eye by blunt object. Massive hemorrhage 
and protrusion of uveal tissue beneath conjunctiva. Enucleation indi- 
cated. Figure 8. Crescentic ruptures of choroid by anterior contusion. 
Force transmitted through the fluids of the eye. 


llustrations courtesy of Director of the Institute of 
Ophthalmology of the Presbyterian Hospital, and the 
Manhattan Eye, Ear and Throat Hospital, New York. 
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is indicated to wash away any foreign particles, 
blood, serum, chemical, or other substances. De- 
termination of the extent of trauma to the eyes is 
important. Then indicated treatment may be 
ordered. Dark glasses, best obtained as plano- 
ground sun glasses are helpful for giving the needed 
complete rest of both eyes. Atropine, 1 to 3 per 
cent solution used carefully, is valuable in effect- 
ing relaxation of the iris and ciliary muscles. Anti- 
biotics, sulfa compounds, cortisone, and ACTH 
may be used as indicated in the emergency treat- 
ment of ocular trauma. 

Thermal and Related Injuries. Heat and infra- 
red or ultraviolet radiation will produce burns of 
varying degree affecting lid skin, conjunctiva, and 
cornea according to the severity and length of the 
exposure. In the main, first aid is the same as for 
burns elsewhere, but precautions must be taken to 
avoid loss of corneal and conjunctival substance. 

Flash fires of volatile gaseous liquid origin may 
warn the victims by their very suddenness to close 
the eyelids and save the eyes, but cicatricial ectro- 
pion and lagophthalmos often result. 

Alkali, Acid; and Other Chemical Substances such 
as refrigeration gases cause severe loss of corneal 
and conjunctival substance. Unless the material is 
removed before it can erode the tissues or be ab- 
sorbed, it may produce a lytic action, the end re- 
sult of which is tragedy (Figures 1 and 2). The 
caustic action is almost instantaneous, so that 
frantic efforts to discover the nature of the agent 
and to find a suitable neutralizer are in vain. It is 
better to use that which is handy, even plain tap 
water. If suitable vessels are not convenient for 
lavage, the use of a shower bath or immersion of 
the head and washing the eyes in a bucket or other 
large container of water may be worth while. 
Normal or slightly hypertonic saline may be of 


Figure 9. Rupture of the endothelium of the cornea of a baby in forceps delivery. Figure 10. Dislocation and ca- 
taract as caused by contusion. Figure 11. Cataract, iris atrophy, and paralysis as produced by blunt trauma. 


value in alkali burns, and sodium bicarbonate solu- 
tion for acid burns. Those who work with chemi- 
cals regularly should have at hand the means of 
washing their eyes immediately in case of accident. 

A gradual breaking down of the cornea may occur 
for some days after a chemical burn. The de- 
vitalizing effect is greater than was evident at first. 
In view of the fact that some of the material may 
still be active, intelligent late efforts to neutralize 
it are in order. Particles of lime must all be re- 
moved individually and carefully. Other treat- 
ments will be in order as indicated. 

Radiant Energy, Atomic Explosions. The eye is 
unusually susceptible to the damaging influences 
of radiant energy. Long infrared radiation may 
cause cataract, while short infrared, as from the 
sun or electric arcs, may cause central retinal de- 
generation. Ultraviolet radiation causes kerato- 
conjunctivitis. Beta rays of low-voltage roentgen 
tubes are harmful, whereas ordinary diagnostic 
x-rays are not. Gamma rays from radioactive ma- 
terial cause abiotic reactions. Neutrons or the 
corpuscular counterparts of gamma rays, when 
concentrated or when spread by atomic explosion, 
may cause serious ocular damage. Cosmic rays are 
probably similar to gamma rays and result from 
atomic disintegration, but their concentration in 
the normal atmosphere has never been known to 
have an abiotic effect upon the eyes. 

The transmission and absorption of radiant 
energy by the ocular tissues are important in the 
production of their effects upon the eyes. Ultra- 
violet rays from the sun, particularly when re- 
flected from snow, from welder’s arcs, and from 
quartz mercury vapor lamps, result in keratocon- 
junctivitis with epiphora, foreign-body sensation, 
and photophobia. Grenz, beta, or cathode rays may 
produce keratitis. Heavy radiation of the orbital 
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Figure 12. Cataract and uveitis complicating injury. 
Figure 13. A fragment of glass in the angle of the anterior 
chamber of the eye. (Angle view.) Figure 14. Fragments of 
glass in the lens of the eye. Figure 15. Penetration of cor- 
nea inside the limbus by foreign body producing trau- 
matic cataract and chronic uveitis. Secondary glaucoma 
destroyed any hope of restoration of vision. 


area may result in deep lesions with ulcers, or 
xerosis due to atrophy of the lacrimal gland may 
develop. Gamma rays and neutrons may produce 
lesions similar to those of roentgen rays. The most 
important early effects are those of keratitis varying 
in degree with the severity and duration of the 
exposure. Cataract develops as a late phenomenon. 

Atomic explosions combine the bad effects of 
concussion force, of flying particles, of an extreme 
degree of blinding light, of extreme heat, and of 
infrared, ultraviolet, beta, and gamma (neutron) 
radiation. The best prevention is for possible vic- 
tims to seek protection in a suitable shelter. Those 
who are caught unaware shculd lie face down and 
hold the arms about the head or cover up as best 
they can. After the disaster, the victims must be 
decontaminated and given local treatment for burns 
and prophylactic care to minimize the effect of 
radiation conjunctivitis and keratitis. The prog- 
nosis must be reserved in regard to corneal ulcers, 
possible cataract, retinal damage, and other effects. 

Cogan who made an official examination of the 
eyes of Japanese victims has written a personal 
communication as follows: 

**Most of the immediate injuries to the eye are 
those resulting from flying particles, falls, and trau- 
ma no different from any type of bomb exposure. 
In the Hiroshima and Nagasaki explosions a small 
percentage of the subjects also had an ultraviolet 
type of keratitis coming on after several hours 
similar to that of a welder’s ‘flash eye.’ So far as 
I was able to determine, there was a thermal burn 
of the cornea and of the retina in only one possible 
case. I think it is remarkable that there were such 
extensive thermal burns of the face and so little 
thermal burns of the eyes. 

“The ionizing radiations produced a delayed 
effect which was of three types. The first type was 
the occurrence of retinal and vitreous hemorrhages 
associated with the syndrome of radiation sickness. 
A second type was a keratoconjunctivitis coming 
on a week or more after the exposure and having the 
characteristics of an inflammatory disease. The 
third manifestation of the ionizing radiations is the 
production of cataracts coming on after a latent 
period of several years.” 

Hypersensitivity Phenomena (Frequent). Contact 


— 
y? 
33 Bk) \ — 


and allergic sensitivity dermatitis, conjunctivitis, 
and keratitis may develop quickly after contact or 
exposure to a noxious agent (Figure 3). Drugs, 
cosmetics, emanations, fumes, or plant products 
often select the sensitive lid skin and conjunctiva 
as the only sites for reaction. Emergency treat- 
ment consists in removal of the agent and the use 
of normal saline compresses. 

Orbital, Lid, and Conjunctival Edema (Frequent). 
Angioneurotic edema frequently affects the lid and 
orbital skin. Rapidly developing orbital edema 
may be found after trauma, in thyroid disorders, 
in sinus infections, and in cases of trichinosis. 
The greatest degree of edema of the orbit is seen 
in cases of thrombosis of the cavernous venous 
sinus. 

Conjunctival or Corneal Foreign Body (Frequent). 
After instillation of a local anesthetic, a suitable 
light (the beam of a small flashlight) is directed to 
the side of the eyes, and a search is made for the 
foreign substance or central injury (Figure 4). It 
is helpful to use a binocular loupe which leaves 
the hands free for manipulation. A moist, small 
cotton applicator may be used to pick up the 
foreign body. It should not be rubbed across the 
cornea. If the foreign body is imbedded in the 
cornea, it should be removed with a pointed flat- 
tened instrument. It is unwise for a general prac- 
titioner to curette deeply imbedded foreign bodies 
or spots such as rust, because of the risk of infec- 
tion and ulceration. If the foreign body is beneath 
the upper eyelid, advise the patient to look down, 
to direct his gaze at some object, and to keep both 
eyes opened. In this position, the upper lid mus- 
cles are relaxed. This permits the lid to be everted 
easily with an applicator. Aureomycin, 3 per cent 
solution or ointment, may help prevent infection. 
Covering the eye with a suitable pad helps in the 
healing process. In the cases of complaint of 
foreign body sensation, look for other causes such 
as a cilium caught in a Meibomian orifice or in the 
lacrimal punctum. 

Lid Injuries (Frequent). Deep injuries involving 
the lid margins and muscles are important. Emer- 
gency care should be limited. Débridement should 
never be done, as every millimeter of lid margin is 
important and should be saved if possible. Suturing 
may be delayed until an ophthalmic plastic surgeon 
is reached. He will understand how to avoid notch- 
ing of the lid, symblepharon, lagophthalmos and 
exposure, ptosis through nonunion of severed leva- 
tor, ectropion through failure of apposition, or de- 
formity of the lower lid particularly at the inner 


canthus through failure to carry the severed lower 
lid up and back and in. In the event of avulsion of 
a portion or all of the lid, particularly the upper, 
plenty of a nonirritating ointment should be used 
beneath a cone-shaped cover dressing to protect 
the eye from erosion. Plain sterile white petro- 
latum will serve the purpose well. 

Contusions of the Orbit (Frequent). The familiar 
“shiner”, deep ecchymoses, and orbital tissue 
swelling are the usual results of blunt trauma. It 
is important to avoid further trauma in the exami- 
nation. One must however, establish the extent of 
the injury to the globe and the orbit. X-ray diag- 
nosis may well be in order. There may be a rup- 
ture of the floor of the orbit, with enophthalmos 
and fixation of the globe through prolapse of the 
orbital tissues into the antrum. There may be 
iridodialysis, anterior chamber hemorrhage, rup- 
ture of the choroid, hole in the macula, or even a 
rupture of the globe with hypotony and danger of 
sympathetic uveitis (Figures 5, 6, and 7). There 
may be detachment of the retina, the latter oc- 
curring by transmission of force through the ocular 
fluids (Figure 8). It is not wise to await resorp- 
tion of the extravasated tissue fluids and blood and 
the lifting of the lid to find these major lesions. 
Let the ophthalmologist take the responsibility. 
For emergency care, simple moist cold compresses 
will do as well as any of the prize ring poultices, 
raw beef steak, etc. A dressing may be used to 
cover the eye. 

Rupture of the Endothelium and Descemet’s Mem- 
brane of the Cornea (Rare). A child born with one 
or both corneas cloudy or even milky white, may 
have had compression rupture of the endothelium 
and Descemet’s membrane, permitting acute hy- 
drops or water-logging of the cornea (Figure 9). 
The condition may be induced by the necessary 
use of forceps in the delivery. There is no emer- 
gency treatment indicated except possibly the use 
of atropine in diluted solution to relax the uvea. 

Acute hydrops of the cornea may arise as an 
emergency in the adult, particularly in cases of 
weakening of the cornea as in keratoconus (conical 
cornea). 

Traumatic Cataract (Frequent). The involvement 
of the crystalline lens by perforation, contusion, or 
ciliary body damage will result in traumatic cata- 
ract (Figures 10, 11, and 12). Hypotony and uveitis 
which may accompany it, give a poor prognosis for 
restoration of vision. The best emergency care is 
to turn such cases over to an ophthalmologist. 


Dislocations of the Lens (Infrequent). If there is 
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Figure 16. Detachment of the retina with a large hole developing three weeks after blunt injury to the head. Figure 17. 
Hemorrhages and hole in retina produced by penetrating object. The result of force applied to the posterior sclera. 


partial subluxation of the intact lens through mild 
trauma, the condition may not require emergency 
surgery, and a favorable time may be selected to 
remove the lens. However, the production of sub- 
luxation of a normal lens with a normal resistant 
zonule requires much contusing force which in it- 
self destroys the integrity of the eyeball and offers 
a poor prognosis. Complete luxation, either into 
the vitreous or into the anterior chamber, requires 
emergency surgery because degeneration, inflam- 
mation, or glaucoma will probably ensue. If there 
is luxation of the lens through a ruptured sclera, 
the condition is serious and may require enuclea- 
tion. 

Foreign Bodies in the Orbit (Frequent). Protective 
nonshatterable goggles should be worn by all per- 
sons exposed to injury. It may not be necessary 
to remove all small bits of metal or glass from the 
orbit. Copper and its alloys may produce chemi- 
cal suppuration and necrosis. These and wood or 
organic material should be removed early, because 
the granulomatous inflammation which ensues is 
very destructive. 

Foreign Bodies in the Eye (Frequent). Foreign 
bodies may be localized accurately by x-ray if they 
are opaque. If not (for example, glass particles in 
the anterior ocular segment) bone-free films may 
disclose their presence (Figures 13, 14, and 15). 
Magnetic foreign material, such as iron and steel, 
may be removed with a magnet through the wound 
of entrance, although an incision nearer the site of 
lodgment may be preferable. The removal may 
cause greater trauma than the entry. It may, in 
severe injury, be only the prelude to necessary 
enucleation. Foreign bodies such as stone, wood, 
copper, and brass, cause chemical and inflammatory 
reactions which may destroy the eye. It may be 
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necessary to employ special methods for removal. 

Traumatic Detachment of the Retina (Fairly Fre- 
quent). After local, ocular, or contiguous trauma, 
such as a blow to the head or even bodily trauma— 
particularly if the patient “sees stars” and persists 
in having the illusion of meteors, comets, flashes, 
or sheets of light, shadows, etc.—the danger of 
tearing and detachment of the retina should be 
borne in mind (Figure 16). The patient should 
have complete rest with both eyes bandaged, to 
avoid such a development. It is not necessary that 
intraocular hemorrhage, vitreous opacities, or evi- 
dence of retinal trauma be present for the prac- 
titioner to insist upon this period of rest when 
such symptoms follow trauma. The difficulties of 
later proving causal relationship between the trau- 
ma and the detachment will be lessened if a record 
of the trauma and of the symptoms has been made 
by the one who renders the emergency care. 

Lacerating and Perforating Injuries (Frequent). 
These wounds of the eyes are most important, since 
they carry with them the possibility of infection, 
epithelial growth, foreign bodies, traumatic cata- 
ract, and the dread accompaniment of sympathetic 
uveitis (a granulomatous inflammation developing 
in an injured eye and then transferred to the un- 
injured eye, involving the loss of vision of both 
eyes) (Figures 17 and 18). 

A small laceration of the cornea, particularly if 
beveled and with no prolapse of the iris, may heal 
very rapidly and require no attention other than 
the use of atropine to dilate the pupil and to relax 
the ciliary muscle. If there is prolapse of the iris, 
the latter must usually be excised. Replacement of 
the iris may be hazardous. A large corneal injury 
will require direct suturing or use of a conjunctival 
flap to cover the wound and promote healing. 
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Figure 18. Severe penetrating trauma to the tris and ciliary body 
by metallic foreign body. The type of trauma and the region 
involved make the injury serious. Enucleation indicated. 


Figure 19. Penetrating trauma in region of 
ciliary body. Danger of sympathetic uveitis. 


Extensive and deep lacerations of the cornea and 
sclera are dangerous. If vitreous is exposed or es- 
caping, it should be covered by a protective flap, 
but the prognosis for vision is bad. 


Sympathetic Conditions; Severe Injuries 


Gun-shot, air-gun, dynamite, T.N.T., land mines, 
high-explosive shells, missiles, debris of all sorts, 
and flying foreign bodies in war and in industry 
have caused untold damage to human eyes. 

When the injury goes beyond the limbus of the 
cornea, the ciliary body becomes involved, and the 
danger from sympathetic uveitis increases. If there 
is laceration, penetration, prolapse, or loss of part 
of the uvea, the iris, or ciliary body, there is real 
danger of loss of both eyes, even though the emer- 
gency repair of the injury seems excellent (Figure 
19). There is a relative safety period of about one 
to two weeks. I would not advise a general prac- 
titioner to carry such a case at all, and particularly 
not over ten days. The symptoms of sympathetic 
irritation—photophobia, lacrimation, blepharo- 
spasm, diminished accommodation of the fellow un- 
injured eye—present emergency need for enuclea- 
tion of the injured eye before the signs of sym- 
pathetic inflammation set in. The latter are con- 
gestion of the globe, infiltration of the iris, and de- 
posits on the cornea of the injured eye. These are 
the dread monitors of involvement of the unin- 
jured eye. Do not wait for them. Insist on con- 
sultation and do not try to save a badly injured eye 
for cosmetic or sentimental reasons or because of 
sympathy. Purulent inflammation if it intervenes 
does not preclude the possibility of sympathetic 
uveitis. Local applications, atropine, antibiotics, 
sulfa compounds, cortisone, ACTH, typhoid vac- 
cine, diphtheria toxoid or serum, antigas bacillus 
therapy, salicylates, or analgesics may be adminis- 
tered; but do not let anything get the better of your 
judgment and the experience of the ages that the 
only safe emergency treatment of a very badly lac- 
erated, perforated, penetrated, or ruptured eye is 
enucleation. 

Evisceration or removal of the contents of the 
scleral coat, particularly when applied late, does 
not offer the same safeguard. 

Sympathetic Uveitis (Rare with Prophylactic Care). 
There are two unfortunate things about sympa- 
thetic uveitis; first, that we do not know the cause 
of the condition; and second, that once sympa- 
thetic inflammation has started in the sympathizing 
eye, it is too late to remove the exciting eye (Fig- 
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ure 20). The inflammation which may follow per- 
forating injury may be of a plastic, fibrinous, exuda- 
tive, infiltrating type. Cells may be exuded into 
the aqueous and vitreous, and later typical greasy 
or mutton-fat precipitates of cells are formed on 
the endothelium. The formation of irregular, nodu- 
lar, vascularized lesions in the iris is significant. 
Increased intraocular pressure may be present, but 
continued hypotony or softness of the eyeball is a 
graver sign. When photophobia and lacrimation 
are combined with granulomatous inflammation in 
an injured eye, they should be taken as great warn- 
ing signals of the emergency. If light pereeption 
and projection are inaccurate, slow, guessing, or 
faulty, this is also a very serious sign. These are 
reasons enough for emergency enucleation as the 
best therapy. 

Sympathetic Ophthalmitis After Intraocular Sur- 
gery (Rare but Important). The responsibility of 
the ophthalmic surgeon is great. Any eye operated 
upon for glaucoma or cataract, even though the 
technique be perfect, presents a possibility for the 
development of sympathetic ophthalmitis. The in- 
cision need not be wrong nor the uvea unduly 
traumatized. The development of severe granu- 
lomatous uveitis and faulty light projection, as de- 
tailed above, should be reason enough for the sur- 
geon to sacrifice the object of his surgery, in defer- 
ence to safety. Fortunately such emergencies are 
rare. 


Emergency Enucleation of the Globe 


Indications. There are certain conditions in 
which enucleation is definitely indicated and should 
be done: 

(1) Intraocular neoplasms. Primary carcinoma, 
sarcoma, glioma, neuroepithelioma. In the latter 
conditions, with nerve involvement, an intracranial 
approach may be neccesary. 

(2) Ocular trauma. Extensive perforated, lacer- 
ated, or incised traumatic or surgical injuries in- 


volving the ciliary area. Contusions with rupture 
of the globe. Penetrating, irritating foreign bodies 
which cannot be removed well. 

(3) Sympathetic ophthalmitis before involvement 
of the fellow eye. 

(4) Blind eyes with dislocated lenses. 

(5) Eyes that have suffered expulsive hemor- 
rhages during surgery. 

(6) Severe nonpurulent destructive endophthal- 
mitis with tender painful sclera. 

(7) Blind, painful eyes with staphylomata or 
phthisis bulbi. 

(8) Absolute glaucoma, primary or secondary, in 
the adult, or in the buphthalmic and hydroph- 
thalmic eyes of children. 

Orbital Implants and Prostheses After Enucleation. 

Efforts to reduce the cosmetic blemish of a sunken 
orbit and lack of mobility of the prosthesis after 
enucleation, have led to the development of vari- 
ous orbital implants. A glass, gold, or vitallium 
ball may be inserted in the muscle cone. A mag- 
netic implant may be used to help improve mo- 
bility. The implant may be attached to the mus- 
cles and covered by conjunctiva, or it may be 
partly exposed and through a peg and receptor, 
transmit movement to the prosthesis. The latter 
may be of glass or plastic. 


Glaucoma may be understood as any pathologic 
increase in the intraocular fluid pressure. It may 
be primary or may develop as a complication of 
uveitis, including the various forms of iritis, cyclitis, 
choroiditis, after trauma to the uvea or crystalline 
lens, after exposure to radiant energy, as an ac- 
companiment of complicated cataract, etc. (Fig- 
ure 21). It may take the acute congestive form or 
be the quiet insidious condition known as simple 
glaucoma. Unfortunately it is never simple. 

The differential diagnosis of acute glaucoma, acute 
conjunctivitis, and acute iritis is described in nearly 


Figure 20. Typical picture of the sympathizing eye in sympathetic uveitis. Note the greasy deposits on the cornea and the posterior sy- 
nechiae. Figure 21. Glaucoma (intraocular pressure 40 mm.Hg.) developing within a few days after ocular trauma. It is important 
to recognize and diagnose increased intraocular pressure before gross edema of the cornea may denote a severe stage of the condition. 
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Figure 22. (Fundus photo.) Moderately advanced de- 
gree of glaucoma, cupping of the optic nerve disc. Note 
the disappearance of the vessels at the edge of the cup. 


all textbooks of ophthalmology. It is well known 
and understood by all general practitioners. 

Congenital and Infantile Glaucoma (Infrequent 
but Important). Glaucoma may affect the newborn. 
A child may be born with a hard eye that may or 
may not be congested. The child may or may not 
show signs of pain, nervousness, inability to rest, 
or have an upset stomach. Usually surgery is nec- 
essary to avert the development of buphthalmos or 
enlarged eye. The condition is frequent in asso- 
ciation with nevus flammeus. The prognosis for 
vision is not good, but early recognition and treat- 
ment may save some of the vision. 

Glaucoma in the Adult (Frequent). The acute 
form of the disease often comes without much 
warning or after original warning signs have been 
ignored and neglected. The vision becomes hazy 
and misty, halos are seen around lights, everything 
becomes dull and dark, colors become obscured, 
and vision is similar to that in a dense fog. The 
pain is severe, dull, aching; radiating to the temples 
and head. Occasionally both eyes are affected. 

The second form is insidious, often at work for 


a long time during which the victim is unaware of 
a gradual loss of vision. He may say that he has 
at times misty, foggy vision when he will see col- 
ored rings around street lights, and that this passes 
and he thinks his stomach has been upset. Then 
he notes that he has greater difficulty in getting 
around in dim light, that he has to wait a while be- 
fore he becomes accustomed to the darkness in a 
theater before he can find a seat, that he bumps 
into things (Figures 22 and 23). He may be able to 
delineate for his physician, areas of his fields of 
vision which are defective. He may have these 
charted to demonstrate the peripheral and central 
defects. The physician may see that his pupils are 
sluggish, that the optic nerve discs may be slightly 
pale and cupped, and that at times the retinal 
arterioles near the discs pulsate spontaneously. 
Only one who is thorough in his routine examina- 
tion and constantly searching for glaucoma, will 
discover these things before the increased internal 
eye pressure has existed long enough to cause per- 
manent damage. One method of determining eye 
pressure is to feel the eyes with sensitive fingers. 
This gives the trained and experienced physician 
a relative measure, to be confirmed by a tonometer 
(a delicate, reliable instrument for determining 
pressure within the eyes). With this aid, glaucoma 
may be detected before the numerous, later symp- 
toms develop. There is a simple tonometer known 
as an “ocular hypertension indicator” which may 
be used by the general practitioner. 

Preoperative Treatment. The emergency preop- 
erative treatment consists of a trial of miotics, such 
as pilocarpine, 2 per cent, or physostigmine, 0.25 
to 0.5 per cent, certainly not over forty-eight to 
seventy-two hours. The latter time seems to be the 
deadline for restoration of any useful vision, al- 
though there are occasional cases in which a res- 
toration of 20/100 to 20/40 vision is achieved even 
after seven or eight days of blindness with high 
pressure. Intravenous hypertonic glucose and re- 
trobulbar injections of procaine and vasoconstrictor 


Figure 23. Normal fundus (drawing). Note the relations of the vessels, the appearance of the disc and of the macula. Figure 24. Cen- 
tral retinal venous thrombosis. Rapid, widespread development of extensive hemorrhages and transudates. Figure 25. Inferior cen- 
tral retinal arterial occlusion. Rapid development of retinal necrosis. 
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agents, if not contraindicated, may help. A special 
emergency glaucoma therapy kit is worth-while 
office or hospital equipment. It is better to reduce 
the intraocular pressure if possible, to give the eye 
a brief rest, and then to go ahead with surgery, 
than to operate under conditions of high pressure 
or to wait and have a recurrence. The fellow eye 
should be watched carefully and every effort made 
with miotics to prevent its sharing in the attack. 

If the attack is secondary to inflammation of the 
uvea, the latter must be treated according to indi- 
cations. 

Emergency Surgery. Basal iridectomy or almost 
any type of iridectomy done under the difficulties 
of acute primary glaucoma, usually leaving the pil- 
lars incarcerated, suffices for the time being to re- 
duce the pressure. The observation that technically 
poor iridectomies were often successful because the 
incarceration of the iris provided drainage, led nat- 
urally to the opinion that iris incarceration was 
worth while. However, in the acute phase, the iris 
tissue is congested, thickened, fragile, and often 
necrotic and cohesive, and does not act well for 
drainage purposes. 

When glaucoma is secondary to inflammation, 
paracentesis of the cornea and continued treatment 
of the uveitis are used. If there is traumatic cata- 
ract, removal of the swollen cortex through corneal 
section is in order. 


Vascular, Toxic, and Pressure Emergencies 


Subconjunctival hemorrhages may not be serious 
but their development in the absence of severe 
straining, coughing, vomiting, or trauma should 
alert the family physician to look for evidence of 
increased capillary fragility, vitamin C deficiency, 
or hypertension. Vitreous hemorrhages or lesser 
transudations which may account for vitreous 
clouds and ‘‘muscae volitantes,”’ call for the same 
investigations. Retinal hemorrhages and exudates 
are always an emergency. 

Central retinal venous thrombosis, with widespread 
retinal hemorrhages, is an indication for examina- 
tion of the blood and the veins, although the block- 
age may be local or may be the end phase of glau- 
coma (Figure 24). Heparin or Dicumarol is not 
advisable in every case. These agents will not cure 
the ocular condition, but they may be indicated 
under certain conditions to prevent further clot- 
ting or other thromboses. 

Central retinal arterial closure causes such acute 
loss of vision that the patient clamors for emergency 
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Figure 26. Nephritic retinopathy. Hemorrhages, 
exudates, edema, and arteriolar changes. 


Figure 27. Papilledema due to increased intra- 
cranial pressure. Pathology confined to the nerve 
head area; veins congested; arteries narrowed. 


Figure 28. Abscess Meibomian gland (Staphylococcus albus). 
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Figure 29. Abscess lacrimal gland (Streptococcus hemo- 
lyticus). Figure 30. Abscess lacrimal sac (Pneumococcus). 
Figure 31. Acute purulent conjunctivitis (Koch-Weeks 
bacillus). Figure 32. Purulent ulcer and abscess of the 
cornea with iritis and hypopyon. (Pneumococcus infection 
following corneal injury.) 


care (Figure 25). The physician should try to de- 
cide whether the occlusion is produced by throm- 
bosis, embolism, or spasm. He may test the intra- 
ocular tension, and if normal or high in cases of 
embolism or spasm, he may try the effect of lower- 
ing the intraocular pressure by paracentesis of the 
anterior chamber and use vasodilators. Most of the 
cases in which there were relief and return of cir- 
culation and vision have probably been due to 
spasm. Occasionally embolic material may be ob- 
served to have moved off to a branch of the artery. 
Certainly, the percentage of successful results of 
emergency surgery must be small, particularly when 
opacity and cloudy swelling have set in. 

Diabetes, nephritis, or hypertension may produce 
hemorrhagic and exudative conditions of the eyes 
which may be very alarming to the patient and 
produce emergencies in the sudden loss of vision 
(Figure 26). 

Papilledema requires an emergency search for 
the cause of this condition (Figure 27). It is known 
that there are congenital anomalies which simulate 
papilledema and also that swelling of the nerve 
head develops in the late stages of certain cases of 
hypertension. 

Retrobulbar optic nerve disease, whether from faulty 
nutrition, toxic conditions, pressure from neo- 
plasms, inflammatory conditions, or aneurysms, 
will provoke emergency calls when the encroach- 
ment on the central or peripheral vision reaches 
the awareness level of the patient. Speed in diag- 
nosis and relief are quite important. 

Cavernous sinus thrombosis, with its rapidly de- 
veloping orbital edema, ocular muscle paralyses, 
and exophthalmos, presents an evident alarming 
situation. The early use of effective antibiotic treat- 
ment may be of some avail if the thrombosis is not 
complete. 

The discovery of Coats’ disease, (massive exudative 
retinopathy), Von Hippel-Lindau’s disease (angio- 
matosis retinae with massive exudation), toxemias 
of pregnancy with exudation, retinopathy, and de- 
tachment, and other similar conditions may demand 
emergency care. 

In cases of coma, the examination of the eyes may 
reveal information that will lead to the diagnosis. 
Pin point pupils may indicate morphine poisoning. 
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Figure 33. Purulent destructive endophthalmitis follow- 
ing perforating injury in infero-nasal region of the eye. 
(Staphylococcus aureus.) Figure 34. Ulcer and abscess of 
the cornea with iritis following foreign body in the cor- 
nea. Figure 35. Limbus ulcer and ring abscess in an el- 
derly debilitated patient. Figure 36. Superficial punctate 
keratitis in case of acute epidemic virus conjunctivitis. 


Hemorrhages and exudates in the retina may indi- 

cate diabetes or nephritis, while an added feature of 

ocular hypotony would further indicate the former 
5 condition. Papilledema might indicate increased in- 
ie tracranial pressure or be a manifestation of advanced 
hypertension. 


Inflammations and Infections 


Purulent Inflammation of the Eyes (Frequent). 
Acute purulent conjunctivitis, blepharitis, dacryo- 
adenitis, dacryocystitis, and orbital cellulitis are 
manifestations of invasion by pyogenic bacteria. 
They call for rapid microscopic diagnosis and the 
use of the proper antibiotic either locally, orally, or 
parenterally (Figures 28, 29, 30, 31, and 32). In 
acute conjunctivitis, the instillation of solutions of 
aureomycin or terramycin have been found to be of 
great help. The antibiotic ointments will be useful 
in cases of blepharitis, although some patients are 
found to be hypersensitive to some of the ingredi- 
ents. Acute dacryoadenitis (rare) and dacryocystitis 
(common) may require incision. Slitting the cana- 
liculus or cutting through the skin or nasal con- 
junctiva in the region of the lacrimal lake may be 
the indicated emergency treatment for the latter 
condition. The nose and sinuses, particularly the 
ethmoids, should be investigated in such cases and 
in purulent orbital cellulitis. 

Endophthalmitis and panophthalmitis may de- 
velop from a distant focus being carried by the 
blood, or may follow traumatic or surgical penetra- 
tion. Necessarily, the prognosis is serious, and all 
forms of emergency therapy may fail to save the 
eyes, let alone save any of the vision (Figure 33). If 
the process has gone beyond control, it is well to re- 
member that evisceration (cleaning out the contents 
of the scleral shell) rather than enucleation or re- 
moval of the globe should be done. In the presence 
of a virulent infection, cutting across the meningeal 
sheaths of the optic nerve may lead to the develop- 
; ment of purulent meningitis. 
= Acute Nonpurulent Inflammation. Infiltrative le- 
sions of the cornea and uvea may cause alarm be- 
cause of their sudden development and rapid prog- 
ress. Inflammations of the cornea, iris, ciliary body, 
and choroid all require the same type of immediate 


search for the cause and somewhat the same emer- 
gency care (Figures 34, 35, 36, 37, 38, and 39). It is 
usually well to dilate the pupil and relax the ciliary 
muscle with an effective mydriatic and cycloplegic, 
such as atropine sulfate (1 to 3 per cent solution). 
Protection from light, salicylates, nonspecific pro- 
tein therapy, analgesics, and vasodilators of various 
kinds will help while the cause is being discovered 
and removed. Despite the present popular use of 
ACTH and cortisone for various ocular inflamma- 
tions, it is wise to await the exclusion of certain of 
the granulomata, notably tuberculosis, before using 
them. Of course, I say this with some reserve, since 
these new agents, while not curing any case of kera- 
titis or uveitis, may diminish the destructive action 
of the disease. Discrimination is particularly im- 
portant in cases of choroiditis when the lesions are 
near the macula lutea or the optic nerve. Caution 
must also be exercised in the use of intravenous 
doses of mixed typhoid vaccine. Before large doses 
are used, the patient’s sensitivity to any agent should 
be tested by intradermal injection or other tests. I 
have been encouraged by the use of vitamin-B com- 
plex by mouth and by injection in cases of uveitis. 
It may have been that the vasodilation or other ac- 
tions of the nicotinic acid factor will be of help. It 
has been shown that other vasodilators are of value 
in the early treatment of uveitis. 

Neuroparalytic Keratitis and Keratitis Lagophthal- 
mo (Infrequent). In case of neuroparalytic keratitis 
with tendency to erosion and ulceration, intermar- 
ginal lid adhesions may be made as an emergency 
conservative measure. No anesthetic is necessary. 
Exposure of the cornea in facial nerve paralysis may 
not cause alarm, but if necessary, the relaxation of 
tissues can be relieved by lid adhesions or by 
canthoplasty. 

Emergency Incision of Abscesses. The incision of 
any abscess, large or small about the eyes, may 
afford relief from pain. However, one precaution is 
necessary : avoidance of curettement or interference 
with the pyogenic membrane of the abscess, so that 
there will be no venous transmission of bacteria to 
the cavernous sinus. 


Figure 37. Traumatic keratouveitis. Figure 38. Rapidly 
developing corneal opacities and formation of new blood 
vessels in heratouveitis. Figure 39. Recent development of 
central chorotdoretinopathy. Leakage from central choroi- 
dal network of capillaries. Figure 40. Early locally malig- 
nant basal cell epithelioma (carcinoma) of the lower eye- 
lid margin. Wide excision or adequate radiation indi- 
cated, Figure 41. Extensive infiltrating basal cell epi- 
thelioma (carcinoma). This involves more than half of 
the lower eyelid and requires radical treatment. 
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Figure 42. Advanced rodent ulcer stage of basal cell carcinoma—very resistant to any treatment. Figure 43. Exophthalmos 
due to orbital extension of intracranial meningioma. Figure 44. End result of malignant exophthalmos of thyroid disease. 


Ulcer of the Cornea (Frequent). Ulcers of the cornea 
may, if indolent, require curettement and applica- 
tion of half-strength tincture of iodine. If active and 
progressive, they may requirean emergency Saemisch 
section or delimiting keratotomy before an embar- 
rassing perforation occurs. 

Granulomas (Frequent). Granulomas of the lids 
or orbit are not improved by incisions. Chalazia, 
if secondarily infected, may be incised; but as 
granulomas they require excision and curettement. 
Granulomas or pseudotumors in the orbit may be 
made worse by incisions. 


Neoplasms 
Neoplasms of the Lids and Conjunctiva (Frequent). 


Basal cell epithelioma, malignant melanoma, and 
other neoplasms of the lids and conjunctiva should 
be recognized and removed early (Figures 40, 41, 
and 42). Surgical excision, when feasible, may be 
preferable to destruction by radiation. 

Expanding Lesions in the Orbit. Expanding lesions 
in the orbit (Figures 43, 44, and 45) causing pres- 
sure on the optic nerve or endangering the integrity 
of the cornea may be due to: (1) metabolic disturb- 
ance with thyrotoxic or hypothyroid edema and 
infiltration of the orbit (Figures 46, 47, and 48), and 
(2) neoplasms, primary in the orbit, extending 
from the cranium, or metastatic. All may demand 
emergency surgery for temporary or permanent 
conservation of the eye and its vision, or the sacri- 
fice of the eye and the orbital contents (Figures 49 
and 50). 

In severe progressive exophthalmos, the use of 
intermarginal eyelid adhesions, canthoplasty, or re- 
cession of the levator may be of little avail, but these 
measures are useful for the protection of the eye if 
the condition is stationary. The emergency of dimin- 
ished corneal sensitivity, dystrophy, and exposure 
in thyroid disease calls for heroic measures which, 
unfortunately, are not very successful in diminishing 
the volume of the orbit. Malignant exophthalmos of 
thyroid disease may be alleviated by performing the 


GP e September, 1952 


Naffziger operation for decompressing the orbit. 

Isolated, encapsulated benign orbital tumors may 
be removed by various approaches according to 
their location. Malignant neoplasms may require 
exenteration of the orbit, while still others are be- 
yond surgery. 

Abscesses may be drained, cysts evacuated, and 
their lining membranes sclerosed by chemical treat- 
ment; mucoceles may be excised or drained through 
the sinuses or nose for relief of the proptosis they 
have caused. 


Neuromuscular Disorders 


Disorders of the Ocular Muscles (Frequent and Im- 
portant). The sudden development of ocular muscle 
paralyses will point to the need for a neurologic in- 
vestigation and diagnosis. First the particular muscle 
or muscles involved should be known, so that the 
site of the involvement of the third, fourth, or sixth 
cranial nerves or their nuclei can be determined. 
The presence of other symptoms or signs will help. 
For example, when a patient with otitis media de- 
velops pain in the region of the distribution of the 
fifth cranial nerve and paralysis of the lateral rectus 
muscle, extension of a mastoid cellulitis to the tip 
of the petrous pyramid has undoubtedly taken place. 

The early stages of convergent strabismus may be 
due to ocular muscle paralyses. The emergency care 
consists primarily in the determination of whether 
it is paralytic or a functional, accommodative condi- 
tion. The conservative treatment of development of 
vision of the deviating eye is the most important 
early step to be taken, even for infants. This may 
be done best by the occlusion or covering of the 
straight or dominant eye. It will not take long to 
differentiate a correctible condition from a patho- 
logic lesion and defect of vision. The earlier the 
treatment of strabismus is begun, the better. 

Amaurotic Cat’s Eye (Infrequent). The absence of 
the normal dark appearance of the depths of the 
pupil and the development of a grey, green, or yel- 
low reflex is cause for alarm in infants. It may be 
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endophthalmitis, or it may be a retrolental fibro- 
plasia or a neuroepithelial malignancy. The condi- 
tion of retrolental fibroplasia is developing with 
more alarming frequency in premature incubator 
infants. This may cause blindness of both eyes. 
Something omitted or introduced into these infants’ 
schedules must be the cause. Emergency research 
into the cause must be continued. 

Neuralgias (Frequent). A patient with typical tic 
douloureux should be distinguished from one with a 
peripheral sensory neuritis or pressure phenomena. 
There may be an accessory sinus or dental disturb- 
ance which causes referred pain. Patients with typi- 
cal white-faced migraine may be differentiated from 
those with unilateral congestion and hemicrania 
associated with histamine cephalgia. A neurologic 
examination may be in order. 

Herpes Zoster Ophthalmicus (Infrequent). There 
are a number of reputed cures for this condition, 
but most of them are ineffective (Figure 51). The 
patient is fortunate if he avoids the involvement of 
the cornea and uvea, and does not develop glaucoma 
or have long-persisting severe pain in the area sup- 
plied by the fifth cranial nerve. 

Amblyopia, Amaurosis (Frequent). The sudden 
development of loss of central vision, of sector field 
defects, of quadrantanopsia or hemianopsia requires 
an emergency search for the cause, and relief if pos- 
sible. It must be remembered that the nervous ele- 
ments of the retina and optic nerve are very sensi- 
tive and do not survive long under endogenous or 
exogenous toxemias, infections, metabolic and pres- 
sure disturbances. Late relief will not serve to restore 
function. 


Preparation for Emergency Eye Surgery 


The family physician who knows the patient best 
is eminently suited to aid in the prescription of the 
proper sedative, analgesic, and akinetic agents for 
the individual patient who requires an emergency 
operation for relief of glaucoma, trauma, or other 
ocular conditions. Apprehension, fear, worry, and 
other emotional disturbances over the eye condition 
and possible loss of vision provoke physical responses 


Figure 45. Proptosis and displacement of eye downward 
by orbital neoplasm (hemangioma). Figure 46. Early 
melanocarcinoma of semilunar fold. Early excision ad- 
visable. Figure 47. Melanocarcinoma of limbus. Its loca- 
tion makes complete excision impossible, radiation inadvis- 
able. Enucleation may be necessary. Figure 48. The de- 
velopment of pigmented spots in the iris may indicate an 
intraocular neoplasm. 


— 
— 
; 
— 
| 


in the form of muscular spasm and rigidity which 
are not good in relation to intraocular surgery. Hem- 
orrhage from congestion, and loss of vitreous from 
orbital and lid muscle pressure interfere so much 
with healing, that visual function may not be re- 
stored. It might seem easy for most consultants to 
advise general anesthesia, but unless the inhalants 
are well received and in a quiet manner, the induc- 
tion period may be bad, and there may be postoper- 
ative morbidity with nausea and vomiting, with loss 
of the eye. Pentothal Sodium is not the answer, since 
some patients are stimulated by the barbiturates and 
others do not react to them. Lack of analgesia and 
muscular rigidity may persist in the plane of Pen- 
tothal anesthesia which is safe for the individual. 
Despite the objections, general anesthesia must be 
accepted for certain emergencies. In the past five 
years, I have found the purified derivatives of curare 
to provide excellent akinesia when combined with 
sedatives and analgesic drugs in cases in which local 


Here’s a Helpful Hint 


Figure 49. (Sagittal section.) Typical melanocarcinoma from the choroid. Note the changes in the iris and ciliary body of the iris on 
one side. Figure 50. (Sagittal section.) Extensive involvement by neuro-epithelioma. Child’s eye. Figure 51. Herpes zoster trigeminalis. 


RHEUMATIC FEVER 


WritinG about diagnostic problems of rheumatic fever and their impact on the management of the 


anesthesia can effectively be used. If at all possible, 
it is worth while to try the effects of any medication, 
particularly the opiates, beforehand, so that post- 
operative morbidity with nausea or vomiting may be 
avoided. 

Postoperative Dementia (Infrequent). The elderly 
arteriosclerotic patient who has had a cataract or 
other eye operation may well have only the operated 
eye covered after surgery. He should be mobilized 
early. His nutrition and elimination should be care- 
fully attended to. These measures help to reduce 
the possibility of postoperative dementia and dis- 
orientation. If this disturbing experience develops, 
the family physician will usually be called to help 
restore the patient to his surroundings. The prog- 
nosis is usually good. If both eyes have been band- 
aged, one should be uncovered, the patient should 
be talked to by friends and walked about, the medi- 
cation changed, dehydration corrected, and other 
measures instituted to restore mental equilibrium. 


rheumatic fever patient, Lewy stated, ‘‘As a matter of general policy we have felt that it is better to 
err on the side of optimism in cases that remained doubtful after several re-examinations. If a diagnos- 
tic error cannot be avoided in such cases, less harm will be done in judging a child with equivocal 


evidence of heart disease as ‘noncardiac’ ” (Ann. Int. Med., 36: 1042, 1952). 
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Figure 1. Large area of density in left lung 
represents a pulmonary infarct, roentgeno- 
graphically indistinguishable from pneu- 
monia. Incidentally patient has dextrocardia. 
Figure 2. Same case as in Figure 1, six months 
later. Shows a linear strand in left midlung 
field, indicative of healed pulmonary infarct. 
The opacity at the left base is a fresh infarct. 
Figure 3. Left lung shows homogeneous density 
that lasted five months. Pulmonary resection 
done on suspicion of carcinoma; postoperative 
diagnosis: organized pulmonary infarct. 


Pulmonary Jufarction 


The clinical picture of pulmonary infarction as described in many medi- 
cal textbooks is uncommon. Great emphasis has been placed on the 
sudden onset of chest pain, hemoptysis, dyspnea, cyanosis, and shock, 
with the subsequent observation of a pleural friction rub and pulmonary 
consolidation. With such findings, a fairly large branch of the pulmon- 
ary artery has been obstructed, and the diagnosis is not difficult. But 
when small pulmonary emboli occur, frank evidence of their presence 
is usually absent, and cardiac or inflammatory pulmonary disease 
may be erroneously suspected. This is especially true when no obvious 
source for the embolism is found and also when the embolism occurs in 
the presence of congestive heart failure. 

Fever, tachycardia, and leukocytosis are the most common manifesta- 
tions of pulmonary infarction; at times they are the only clues. If closer 
attention were paid to these factors, pulmonary infarction would be less 
commonly overlooked especially in the presence of heart failure when 
its occurrence is frequently unsuspected or bronchopneumonia is in- 
correctly considered to be the cause of the fever, tachycardia, and leu- 
kocytosis. 

Hemoptysis is relatively infrequent except with large pulmonary in- 
farcts. This emphasizes the danger of insisting upon its presence before 
establishing a diagnosis of pulmonary infarction. Pulmonary infarcts, 
being peripheral, involve the pleura and may cause pleuritic pain with 
or without a pleural reaction and effusion. An increase in the respira- 
tory rate is a frequent finding. 

One should be very suspicious of the presence of pulmonary infarc- 
tion in patients with congestive heart failure who are resistant to therapy 


when a satisfactory response has been anticipated or when there is a 


sudden unexplained regression to a state of more severe failure. 

The roentgenographic appearance of pulmonary infarcts is extremely 
variable, and the so-called “typical” triangular infarct with the base sit- 
uated peripherally and the apex pointing toward the hilum is an unusual 
finding. Variation in the appearance of the infarcts depends on their 
size, location, age, and the presence of secondary infection. Infarcts are 
peripheral and are most commonly located where two or more pleural 
surfaces meet, such as the costophrenic angles or the anterior and 
posterior margins of the lung. They occur most frequently in the lower 
lobes. The only time that a triangular shadow is produced is when the 
X-rays pass perpendicularly to the infarcts. If the x-rays strike the infarct 
at an acute or oblique angle, the shadow will be ovoid and not triangu- 
lar; while if they pass through the infarct in the direction of its long 
axis, the roentgenogram will show a round density. When several in- 
farcts occur in the same lobe or are closely placed in the same postero- 
anterior axis of the chest but in different lobes, there is considerable 
overlapping and summation of shadows, so that a great variety of 
shapes may result. 

X-ray evidence of pulmonary infarction may be absent for twenty- 
four hours or may be obscured by pulmonary congestion, pleural fluid, 
or the cardiac shadow. Secondary bronchopneumonia may be present, 
and the outline of the infarct may then appear hazy rather than sharply 
defined. Lung abscess secondary to aseptic infarction is rare. 

Organization of an infarct may last for weeks or months. The x-ray 
shadow of such a healed infarct may persist as a linear strand or streak. 
Localized areas of pleural thickening may also represent the end stage 
of a healed infarct. 


| 
a 
: 
— 4 ee 
* 
3 
|) 
— 

if 
‘ 
= 


A Medical Approach to Reading Difficulty 


BY R.SWARTOUT, M.D. 


El Monte, California 


A child who reads poorly is bound to have more than his share of emotional frustration. Although his trouble 


may be an intellectual deficiency, he deserves careful study for bad hearing, poor vision, organic cerebral 
disease, and strephosymbolia. This last condition is found in those ambidextrous individuals who do not have a 
dominant cortical hemisphere. Any child with reading disability needs patient individual care—de-emphasis 


of school and reading may be best for him. 


IT HAS BEEN estimated that from 4 to 12 per cent of 
older school children have some inability to read. 
Despite this high incidence, dyslexia as a syndrome 
is receiving little attention in any branch of medi- 
cine. This is particularly tragic when it is realized 
that the abnormal factors which interfere with the 
ability to read are particularly easy to observe, easy 
to prevent, and easy to correct. 

Adults with dyslexia simply do not attempt to 
read. Children, however, are expected to read. 
Therefore, dyslexia has its most warping effect in 
the age group from 5 to 9. Ifa child with dyslexia 
is in a social situation in which his interpersonal 
relationship develops anxiety, then his reading dis- 
ability becomes a nucleus for the development of 
further emotional disorder. This fact causes the 
parent to feel that the child is not trying or that he 
is inferior. Even if parents do not react this way, 
teachers, playmates, and neighbors often do. 

Few adults can realize the tremendous tension 
and feelings of insecurity that a sensitive child has 
when confronted with a school day during which 
he is expected to do the impossible. These are the 
times when before-school headaches or nausea and 


vomiting develop. These are the children brought 
to the doctor for examination and further diag- 
nosis. These are the children that are all too fre- 
quently given either “‘a little phenobarb” or a verbal 
spanking. 


Causes of Dyslexia 


The fundamental physical causes of dyslexia are 
several: (1) Low intelligence, (2) bad hearing, (3) 
poor vision, (4) strephosymbolia (mixed symbols), 
and (5) precortical lesions. 

It is recognized that other factors, such as illit- 
eracy in the home and frequent moving, may also 
play a part. These are easy to recognize and adjust 
and will not be included in this paper. The other 
five causes listed above warrant some consideration, 
however. 

In determining causes for existing dyslexia, a 
physician can check for low intelligence rather 
easily if he will take the time. Tables for at least a 
rough determination are found in any good text- 
book of pediatrics. 

A second main cause, the matter of impaired 
hearing, is a little more complex. Care must be 
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Figure 1. When a patient with ocular abnormality sees something 


like this (diplopia), reading disability is to be expected. 


exercised that children with auditory difficulty are 
not declared idiots. The author can cite the case of 
a 9-year-old boy with a lesion in the auditory recall 
areas, who was declared amentic by a professor of 
neurology. This child, fortunately, had intelligent 
parents who recognized the error in the diagnosis. 
They worked patiently and lovingly and developed 
a new area of auditory recall in the boy. Today the 
mother has become a recognized speech therapist in 
her own right, and the boy is in the fifth grade in 
school. Such scholastic achievement is obviously an 
impossibility for an amentic. This child had a read- 
ing disability, but at present he is progressing 
well, his only trouble being with subjective words. 

The diagnosis and treatment of children with 
loss of visual or auditory perception is obvious and 
will not be elaborated upon. 

Examination by an oculist should be a part of the 
study of anyone with dyslexia. I have a patient with 
a most severe reading disability, as the result of a 
marked diplopia. The double vision was induced by 
an anatomic difference of one-half inch between the 
level of her eyes (Figure 1). Treatment consisted 
solely in explaining the difficulty to the parents and 
cautioning them to use patience with the girl while 
she was adjusting to the difficulty. In time the girl 
will entirely suppress the imagery falling on the 
nondominant eye. 

The diagnosis of a child with the loss of visual 
recognition and recall is not so obvious as the fore- 
going case. In many instances, medical writings 
about reading disability have almost inextricably 
confused visual recognition and recall (under the 
title “congenital word blindness”) with strepho- 
symbolia (confused symbols). I believe that doubt- 


lessly there are a few cases of organic lesions in 
visual recall areas of the brain, but numerically, 
strephosymbolia is far more common. The treat- 
ment for both is the same, however, and the differ- 
ence is of importance only to “pure scientists.” 


Strephosymbolia 


Statistically, strephosymbolia is the most com- 
mon cause of reading disability. Frequency of this 
disability may range up to 10 per cent of the school 
population, the incidence being dependent upon 
the quality of school instruction. In the public 
schools of California where many teachers use the 
“flash method” to teach reading, this type of dys- 
lexia is far more frequent than in private schools 
where instruction is highly individualized. 

Though the tremendous incidence of strepho- 
symbolia was recognized even before 1926, the 
concept was not actually recorded until that year, 
when Orton described his observations. Even today 
this conception is little understood despite the fact 
that the welfare of many patients demands that phy- 
sicians be aware of it. 

One of the distinct differences between man and 


Figure 2. Testing for the dominant eye is done by having a 
patient, with both eyes open, manipulate a pencil so that it 
falls directly in line with the examiner’s right eye. The pa- 
tient’s dominant eye is the one covered by the pencil. 
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lower animals is that man has developed a dominant 
cortical hemisphere. For example, if a person writes 
and performs skilled acts with the right hand, the 
left cortical hemisphere is dominant. (This occurs 
in 75 per cent of the population.) If he is left- 
handed, the right cortical hemisphere is dominant 
(in 12.5 per cent of the population). The remaining 
12.5 per cent are the ambidextrous, and it is in this 
group that strephosymbolia is likely to develop. 
The dominant cortical hemisphere in ambi- 
dextrous people may usually be determined by 
finding out which hand is the stronger. (A squeezed, 
folded blood pressure cuff is an adequate dynamom- 
eter.) Just as people are right- or left-handed, so 
are they right- or left-footed or right- or left-eyed. 
The dominant eye may easily be discovered by 
having a patient, with both eyes open, manipulate a 
pencil so that it falls directly in line with the exam- 
iner’s right eye (Figure 2). The examiner will note 
several times which of the patient’s eyes is covered 
by the pencil. It is important that this test be done 
by the patient several times with each hand. It will 
frequently be observed in the dyslexic that he may 
be right-handed (by use) but left-eyed. The dom- 
inant leg may be found by observing the first leg to 
step forward from an “at attention” position. (It is 
characteristic that in the Army the left leg is the 
“right leg” and the right leg is the wrong leg.) 
Learning to read depends upon the development 
of the ability to perform accurate parallel move- 
ments with homologous muscles of both sides of 
the body. The natural tendency in a child is to 
make the homologous muscle on the weaker side of 
the body mirror the action of the muscle on the 
dominant side. Before reading can take place, the 
muscles of the less dominant side must be not only 
relaxed during motion of the dominant muscles, 
but must be able to be trained to act antagonistically 
to them. In people of normal intelligence with a 
normally dominant cerebral hemisphere, this train- 
ing engenders no difficulty. However, confusion 
reigns in an ambidextrous person who has no 
stronger side. This is the person whose muscles 
perform mirror actions. This is the person who has 
great difficulty in fixing the order in which letters, 
words, or sentences must be placed. This is the 
mirror writer or reader—with strephosymbolia. 
After it has been determined that there is con- 
fusion as to which is the dominant side, an easy test 
for mirror reading may be performed. This consists 
of having the patient stand at a blackboard with 
chalk in both hands, and as rapidly as possible, write 
a parallel column of numbers with both hands. A 
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truly right-handed or left-handed person will have 
each column the mirror image of the other (Figure 
3). People who have confusion in their spatio- 
temporal relationship will demonstrate a marked 
confusion. These people may have their numbers 


Figure 3. Testing for strephosymbolia by having a patient write 
numbers simultaneously with both hands. In the normal result, 
each column of figures is a mirror image of the other. 


looking exactly alike or horribly muddled, but not 
mirror images. These are the strephosymbolics. 


Lesions Below the Cerebral Cortex 


The fifth cause of dyslexia, lesions below the 
cerebral cortex, is usually fairly obvious if a thor- 
ough physical examination is done. For example, I 
have under observation a child with a spastic type 
of cerebral palsy. His dyslexia is obviously due to 
his tremendous difficulty in controlling the mus- 
cular movements of the eyes. 

The dyslexic effect of a midbrain lesion is illus- 
trated by an 18-year-old boy who has found school 
work almost impossible because of reading diffi- 
culty. The dyslexia is present despite a normal in- 
telligence, simply because his head continuously 
falls to the left, despite any contrary volition on his 
part. Other symptoms in this case indicate that a 
postencephalitic paralysis agitans is developing. 
School doctors have in the past made life very diffi- 
cult for this lad. They sent him home with a report 
that he is sullen and disobedient, that he can con- 
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trol his head if he desires, that he can really learn 
to read and do work because he has a normal in- 
telligence. Normal reading ability has been im- 
possible for the boy through no fault of his own, 
and the attitudes of those in authority had abetted 
the antisocial attitudes found with the disorder. 


Suggestions for Treatment 


From the foregoing cases, it may be seen that it 
is imperative to have the reading problems of these 
children diagnosed and treated as early as possible. 
Progress in school and consequent normal emo- 
tional and social development depend upon the 


child’s keeping in step with his classmates; failure 
produces frustration. Failure at school is indeed a 
major catastrophe for a child. It is well recognized 
that frustration is a source of tension. From this 
tension arise “before-school headaches” or “‘be- 
fore-school abdominal pain” of these children. 
The approach to the problem is threefold: (1) a 
correct diagnosis by the family physician, (2) the 
envelopment of the child in loving individual at- 
tention, and (3) the de-emphasis of school and 
reading, with concentration in another field where 
the child has skills. I believe very strongly that if 
patient individual care is used with these children, 
reading disability will fall almost to nothing. 


Present Status of .... 


Rundles and Barton have recently published 
the results of triethylene melamine (TEM) 
treatment of 134 patients with malignant 
lymphomas, leukemia, and other neoplastic 
diseases. TEM acts like nitrogen mustards, 
but has the advantages that it can be given by 
mouth and does not cause the nausea and 
vomiting and venous thromboses that some- 
times attend nitrogen mustard therapy. TEM 
has widespread effects, especially on actively 
proliferating tissues (lymphoid tissue, bone 
marrow). It acts more quickly than roentgen 
irradiation, and there is a shorter period of 
effect (therapeutic or toxic). 

TEM is especially useful in the treatment of 
generalized chronic proliferative diseases aris- 
ing from lymphatic tissue. X-ray is still the 
method of choice for localized Hodgkin’s dis- 
ease and localized lymphomatous tumors. 

TEM was remarkably effective in the cases of 
chronic lymphocytic leukemia reported by 
Rundles and Barton. There was some evidence 
that the drug may prevent or suppress bone 
marrow invasion by infiltrating and proliferat- 
ing lymphocytes—a hopeful finding because 
bone marrow involvement is the main cause 
for disability and death in this disease. 

Of tumors not arising in hemopoietic tissue, 


the only ones in which TEM had a worth- 


CEM Cherapy of Neoplasms 


while palliative effect were lymphoepithelio- 
mas arising from the nasopharynx, and papil- 
lary cystadenocarcinomas of the ovary. 

The dose of TEM must be determined em- 
pirically for each patient—the objective being 
to give an amount that will be adequate thera- 
peutically without the serious hazards of over- 
dosage. The best gauge of a therapeutic (or 
toxic) effect is a leukocyte count before each 
dose; when the count falls abruptly, adminis- 
tration of the drug must be suspended. Severe 
anorexia, nausea, vomiting, or diarrhea also 
indicates overdosage. Fortunately, when seri- 
ous bone marrow depression does occur, it 
usually subsides fully and spontaneously in 
two to six weeks. The effective total dose dur- 
ing the first one to three weeks of treatment 
averages 15 to 25 mg. When a full effect is 
obtained, maintenance doses are given. Since 
the drug has a transitory effect, maintenance 
doses are given at intervals no greater than 
one to two weeks. The amounts needed range 
from 1 mg. a week to as much as 5 mg. twice 
a week, geared to the individual. 

Although length of treatment is still un- 
certain, Rundles and Barton maintained treat- 
ment for at least five to six months before 
therapy was suspended and evidence of re- 
lapse awaited (Blood, 7:483, 1952). 
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BY MARVIN A. BLOCK, M.D. 


Buffalo, New York 


Since alcoholism is an illness, physicians must approach it as such—not as a crime against society. 
In differentiating between the heavy drinker and the alcoholic, the most important distinguishing feature is 
compulsion. Overcoming this compulsive tendency depends upon careful study and treatment—medical, 


psychiatric, and socio-economic. This last element embraces education, social study, and close collaboration 


with Alcoholics Anonymous. 


OF THE sixty-five million people in this country who 
drink alcoholic beverages, between four and five 
million are affected adversely in one way or another. 
By this, it is not meant that they are temporarily 
confused, elated, or depressed, but that their drink- 
ing precipitates a problem for them which is more 
than just a passing phase. Of these four to five 
million problem drinkers, the number of definite 
chronic alcoholics has been estimated at about one 
million and a quarter. Any condition that affects so 
many people and brings about so much destruction, 
both mental and physical, and apparently causes 
progressive deterioration of its victims if it is not 
arrested, must be considered by the medical pro- 
fession as one of its pressing problems—one pre- 
senting a challenge that cannot be ignored. 


Economic Impact 


Excessive drinking causes a loss of about a half- 
billion dollars a year in industry through lack of 
efficiency, reduction of productivity and careless- 
ness. More than 20 million dollars is spent by pri- 
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vate agencies in the care of the families of problem 
drinkers; a like amount is spent by public agencies 
for the same purpose. Preventable accidents account 
for about 125 million dollars a year. About thirty 
million dollars a year is spent for taking care of 
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alcoholics in mental hospitals. Another twenty-five 
million dollars goes to jails throughout the country 
for the care of alcoholic prisoners. The millions of 
dollars that are lost indirectly through the relation- 
ship of the alcoholic and his fellow workers is too 
great to evaluate. 

In spite of this vast loss, however, it has been esti- 
mated that less than a million dollars a year is spent 
in study and research concerned with the problem 
of bringing about some permanent good. Sociologi- 
cally, unless something is done to prevent it, one 
out of every fifteen of our young people growing up 
will eventually become a problem drinker. The loss 
in broken homes, frustrated children, unhappy par- 
ents, wives, and husbands is too overwhelming to be 
contemplated. It is therefore obvious that we can- 
not be indifferent to the necessity for control of this 
spreading illness. 


Early Recognition 


How is one to recognize an alcoholic? Where 
does so-called social drinking leave off and alcohol- 
ism begin? What symptoms or signs shall we look 
for to determine whether or not our patients or we 
ourselves are alcoholics? Drinking in this country 
has become such an accepted institution that it is 
difficult to draw a definite line. The “good fellow”, 
the occasional spree-drinker, the indulgent friend— 
we are reluctant to label as alcoholics, those with 
whom we have drunk so often and so much. We see 
very little difference between these people and our- 
selves—and certainly we are not alcoholics! As a 
matter of fact, an alcoholic is the last one to recog- 
nize that he is having trouble with drinking. It was 
once said, “Actually, there is no such thing as an 
anonymous alcoholic. Everyone knows it but the 
victim himself.” That is more often true than not. 
How, then, shall we determine which is which? 

Many of us are familiar with the questionnaire 
which has been formulated to determine whether or 
not alcohol has become a problem in one’s life. I 
like to boil down such an inquiry to what I consider 
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the five most indicative questions: (1) Do you drink 

alone? (2) Do you feel the need for a drink at a 
definite time of the day? (3) Do you go on frequent 
drinking sprees? (4) Do you take a drink the first 
thing in the morning? (5) Do you lose time from 
work because of drinking, or does it interfere with 
your duties? I feel that if the answer to one of these 
is “tyes”, we have before us an individual who is 
beginning to have a problem with drinking. If the 
response to more than one of these questions is 
“tyes”, drinking has already become a problem for 
that person. 

In differentiating between the heavy drinker and 
the alcoholic, or the social drinker and the alcoholic, 
the important factor to be considered is the element 
of compulsion. The drinking of the alcoholic has 
that quality of compulsion which is lacking in the 
heavy drinker or the social drinker. The latter 
knows what he is doing and drinks excessively as a 
matter of poor judgment or with the express pur- 
pose of acquiring a state of drunkenness, elation, 
euphoria, or forgetfulness—or unconsciousness. 
Wisely or not, he sets out to arrive at one such state 
or another. The alcoholic, however, drinks com- 
pulsively. That is, he is impelled to drink against his 
will and judgment. This compulsion is often inter- 
preted as a craving or an urge for drink, but actually 
the alcoholic will tell you it is not that. It is the 
uncontrollable urge to get himself under the in- 
fluence of alcohol at any cost—a compulsion which 
persists regardless of his judgment to the contrary. 
He will often say that he knows he is harming him- 
self but cannot stop of his own accord. The ease 
with which this condition is recognized is directly 
proportional to the length of time it has existed, and 
in any case it is progressive. 


Progressive Symptomatology 


The euphoria which we all like to feel at times 
comes when there is about one part per thousand of 
alcohol in the blood. At that proportion a man is 
feeling at his best. When that percentage is doubled 
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—that is, two parts of alcohol per thousand in the 
blood—the person is a little careless and loud; he 
becomes more boisterous, feels a little weaker, and 
sometimes may act in a way we consider comical. 
When the percentage increases to three parts per 
thousand, the person becomes very drunk, often 
sees double, and is fumbling and incoherent. Be- 
yond that percentage the patient staggers danger- 
ously, if he can stand on his feet at all, and is semi- 
conscious. As the concentration reaches four to five 
parts to a thousand, death may ensue from alcoholic 
poisoning. The percentages, of course, are constant, 
although the volume will be increased with the size 
of the individual. 

The social drinker, and even sometimes the heavy 
drinker, usually stops imbibing when the percentage 
has reached from one to two per thousand in the 
blood. Wherever judgment is used, this cessation 
should occur. However, the alcoholic, who cannot 
control his compulsion, continues to drink against 
his judgment until the level is high enough for him 
to lose consciousness. This so-called ‘‘passing-out” 
will happen time after time and is one of the charac- 
teristics of alcoholism. 


Psychosomatic Aspects 


There is no unanimity of opinion among lay or 
professional people interested in this problem as to 
whether this illness should be classified as mental or 
physical. It is difficult to understand how any 
serious disease can be classified as either mental or 
physical. A patient who is seriously ill physically 
also has a mental problem when he is aware of his 
difficulty, and any sufferer from a serious mental 
disorder has some impairment of his physiologic 
processes. So alcoholism like many other serious 
illnesses has both physical and mental attributes. 

There are many theories about the etiologic fac- 
tors in this illness. There is no agreement as to the 
relative importance of these factors. All, however, 
agree that the cause is not a single factor, but a 
composite of many physical and mental influences 
in various combinations. 

Some believe that the trouble is mostly physical— 
related to abnormal function of endocrine glands, 
especially the adrenals, the gonads, and sometimes 
the pituitary. A great deal has been written about 
this theory. One physician has gone so far as to say 
that the trouble is entirely physical, and in 1950 
bravely predicted that a cure would be forthcoming 
within a few years—a cure based entirely upon cor- 
rection of glandular dysfunction. Others who have 
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done a great deal of work on these endocrine the- 
ories believe that the physiologic phase is extremely 
important, but that more is involved than abnormal 
glandular physiology. Still others have stated that 
there is no proof that malfunctioning endocrine 
glands are the cause of alcoholism. They do say, 
however, that there may be some as yet unknown 
connecting factor between alcoholism and endo- 
crine dysfunction. 

Some workers in this field suspect that the etiol- 
ogy may lie in a faulty metabolism and improper 
diet balance. Carbohydrate ingestion, with wide 
fluctuations of blood sugar, has been held to account 
for some of the cyclothymic bouts which character- 
ize many alcoholic patients. 

At the other extreme, some psychiatrists have 
averred that most alcoholics present a psychologic 
or psychiatric problem ranging all the way from 
simple feeble-mindedness through all the psychia- 
tric disorders, up to and including the psychoses. 

However, most observers now believe that in the 
majority of alcoholics, one particular phase of the 
psychiatric or physiologic processes alone cannot 
be held accountable, but that the total personality 
is involved, both physiologically and psychological- 
ly, and that, as in most serious illnesses, the two 
phases work concomitantly, It is felt that usually the 
alcoholic is an emotionally immature person whose 
sense of inadequacy and frustration compel him to 
use alcohol as a crutch to support his unstable 
personality. 


Male vs. Female 


Most of us have a tendency, when we think of 
alcoholics, to use the pronoun “he.” This, I am 
afraid, is wrong. Information from various clinical 


Does he drink alone? 


Does he feel the need for a drink 
at a definite time of day? 


sources indicates that the proportion of male to 
female alcoholics ranges anywhere from five males 
to one female, to eight males to one female. These 
figures are for the most part derived from clinics 
which might be considered public places, even 
though the anonymity of the individual is pre- 
served. In the clinic there is not the privacy of in- 
dividual relationship. I would like to say here, how- 
ever, that these figures can be very misleading. 

In my opinon, there are as many, if not more, 
female problem drinkers as male. I have found this 
to be true in my private work. Also, in conferring 
with others whose practice is largely in this field, I 
have learned that in their private work the same 
facts were revealed. Why is this not more commonly 
recognized ? I believe it is because the woman alco- 
holic is much less easily detected, and because she 
is shielded by her husband and her family. It is 
generally considered bad enough that a man is 
alcoholic, but society frowns much more upon the 
poor woman addict. Hence the increased effort to 
keep her illness a secret. The male drinker is quickly 
spotted if he drinks in public, and as a rule he will 
not drink in the presence of others while working, 
for fear of criticism. While at work the average 
employee cannot get toa drink. The housewife, how- 
ever, has easy access to the bottle on her kitchen 
shelf, and she is alone whenever she wants to be. 
Whereas, after considerable unhappiness, the wife 
of an alcoholic husband will complain or call for 
aid for her sick spouse or seek relief in the courts, 
the husband of the alcoholic wife is prone to keep 
his misery a secret for fear that disclosing it will re- 


flect upon his ability to control his wife. I am always 
surprised by the number of cases in which it is 
true that a husband prefers to have his wife continue 
with her illness, rather than to seek help, when such 
help entails a risk of bringing the facts to the atten- 
tion of his friends, his employer, or his associates. 
Many a husband will even go so far as to forbid his 
wife to seek medical help if she is thereby compelled 
to admit that her problem for the most part is 
drinking. Therefore, available statistics to the con- 
trary, I am convinced that addiction to alcohol is 
fully as common among women as among men. 


The Doctor's Role 


What can be done by the doctor for these sick 
men and women? As you all know, for many years 
this problem was left to the churches and social 
agencies and for interested friends and relatives. 
About fifteen years ago, however, the organization 
known as Alcoholics Anonymous was founded. By 
its methods, both practical and spiritual, a new 
hope was given to the sufferers from this illness. 
These laymen proved that there was some hope for 
the alcoholic. These people, for the most part un- 
trained along medical lines, worked with the spir- 
itual side of recovery. It is the responsibility of in- 
dividual doctors and of the medical profession as a 
whole to contribute the scientific approach to the 
problem. During recent years the medical profes- 
sion has engaged in numerous projects of research, 
education, and treatment for the victims of this 
illness. As a result of these, several methods of 
treatment have been evolved. Before treatment can 
be instituted, however, the victims must be recog- 
nized, and the nature of the illness detected. Diag- 
nosis is the first step in treating these people. 


STAGES OF ALCOHOLISM 


(1) The Early or Incipient Stage. In this stage it is 
most difficult to isolate the persons who will eventu- 
ally be adversely affected by alcohol. Their general 
characteristics may point to the early neuroses, with 
no indication of the possibility of complication by 
excessive drinking. In a small percentage of cases 
the patient may complain of inability to tolerate 
alcohol, based on his earliest experiences with it. 

(2) The Middle Stage. This is characterized by an 
over-all increase in drinking, a tendency to drink 
alone and rationalize the amount that is being 
drunk; also by increased social undesirability, re- 
morse following drinking and attempts to abstain, 
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a history of blackouts, amnesia, and occasional hos- 
pitalization. 

(3) The Third or Later Stage. Here all the symp- 
toms and signs of the second stage become more 
intense and more frequent, followed by a loss of 
economic responsibility, loss of employment, more 
and longer hospitalization, and usually more frantic 
efforts by the family and friends to help. Following 
these later stages are direct complications, such as 
the alcoholic psychoses, tremors, Korsakoff’s syn- 
drome, delirium tremens, pathologic intoxication, 
alcoholic deterioration, and acute or chronic hallu- 
cinosis. There are also associated complications, 
such as cirrhosis of the liver, endocrine disturb- 
ances, and metabolic changes. With these changes, 
the liver fails to function properly, with the subse- 
quent signs familiar to all doctors. In due course, 
come the socio-environmental changes which in- 
clude reduced income, loss of job, marital conflicts, 
and deteriorated social position. 


DIAGNOSTIC STUDIES 


As for the doctor’s part in treating an individual 
alcoholic, a complete routine is indicated. This in- 
cludes a detailed history and a complete physical 
examination. Laboratory work should include rou- 
tine tests of blood and urine and tests of kidney and 
liver function. When available and when indicated, 
psychiatric consultation is of great value. In addi- 
tion, if the patient can be psychologically tested, 
that is often helpful in making a diagnosis. How- 
ever, these various tests are necessary only in a 
comparatively small number of cases. For the most 
part, the general practitioner in his own office can 
do all the work that is necessary for the diagnosis 
and treatment of the usual case of chronic al- 
coholism. 


TREATMENT 


The treatment, as with most illnesses, can be 
divided into the preventive and the therapeutic. 
The preventive phase can be accomplished by prop- 
er education. The therapeutic phase can be divided 
into the physiologic, the psychiatric, the drug 
treatment, and the socio-economic. 

The physiologic phase consists of: (1) treatment of 
physical deficiencies, (2) correction of diet and 
metabolic dysfunction, and (3) correction of glandu- 
lar deviations. 

The psychiatric treatment consists of treatment of 
neuroses and psychoses, including group therapy, 
where that is possible. 

Drug treatment includes the use of conditioned- 
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reflex, drugs like antabuse, and body fluid studies. 

I cannot mention drugs without taking a little 
time to discuss the use of sedation in alcoholism. 
Sedation is often necessary in the treatment of an 
acute case, surgical or medical, where pain, anxiety, 
nervousness, and insomnia are involved. There is no 
doubt that sedative drugs are of tremendous value, 
but the abuse of these same drugs by doctors and 
patients alike has greatly complicated the treatment 
of alcoholism. To be an alcoholic is bad enough, but 
to be a paraldehyde or barbiturate addict in addition 
complicates the problem a hundredfold. It is so 
much easier and so much faster to prescribe a seda- 
tive for an anxious alcoholic than to go into the 
time-consuming and sometimes exasperating con- 
sultation which is necessary. But to make him de- 
pendent upon sedation is as bad, or worse, than 
leaving him dependent upon alcohol. One cannot 
overemphasize the importance of caution in the use 
of sedation for alcoholic patients, and of varying 
the sedatives and of alternating them with other 
drugs. 

Socio-economic treatment consists of the study of 
home conditions, employment, and the use of Alco- 
holics Anonymous. In the clinic this properly be- 
longs in the field of the social worker. In private 
practice, it is not unusual for the competent practi- 
tioner to be of help in this department. He must be 
especially proficient in dealing with the family of 
the patient—explaining the implications to the 
people with whom the alcoholic lives. They too 
must learn the attitudes which they must assume in 
order to help the patient. 


Does he take a drink the 
first thing in the morning? 


| | 

4 


Education on Alcoholism 


All this sounds like a big order for the doctor, I 
suppose. As a matter of fact, however, most general 
practitioners almost subconsciously take all of these 
subdivisions into account when treating any of their 
patients—except, perhaps, group therapy or some 
of the deeper psychiatric methods. But most psy- 
chiatrists agree that alcoholic patients seldom need 
deep psychotherapy. Most of them need only the 
common sense psychiatry of a good family doctor 
who unfailingly remembers that an alcoholic is a 
hypersensitive individual not emotionally matured. 

For the over-all problem, however, this is not 
enough. The doctor’s duty must go farther than 
merely treating the individual patient. If the medi- 
cal profession is to accept its responsibility in find- 
ing a solution for so vast a problem, the doctor must 
do a great deal more—especially in education. 

First, he must educate himself. This, of course, 
would involve the study of alcoholism in the same 
manner as other diseases. Second, he must educate 
his medical colleagues; and third, he must take an 
active interest in educating the community. 

In interesting his colleagues in the problem, the 
medical society provides the logical forum. Every 
medical society should have its special committee 
on alcoholism. The committees must prepare pro- 
grams and stimulate scientific interest. The general 
hospitals should be acquainted with the fact that an 
alcoholic is a sick person no different from any other 
patient. The common belief that he is unruly, ob- 
streperous, and difficult to handle is erroneous. He 
is no more that than is the postoperative patient, or 
the occasional delirium that accompanies high 
fevers, or the occasional post-partum patient who 
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Does he go on frequent drinking sprees? 


has mental complications. It is extremely important 
that the general hospital admit these patients as 
sick people and that they be given proper care. 
Education of hospital and nursing staffs can be very 
helpful. At least one of the staff educational meet- 
ings during the year should be devoted to this sub- 
ject, and alcoholism as an illness should be included 
in every nursing school curriculum. 

In addition, the physician must take an active 
part in the education of the community. He should 
assume the lead in seeing that there is a local com- 
mittee and that this committee disseminates to the 
general public all pertinent information. He must 
also see that preventive education is carried out 
properly in primary and secondary schools—for it 
is with young people that the eventual solution to 
this problem can be reached. As in the case with 
most illnesses, if proper prophylaxis can be ob- 
served and proper education stimulated through the 
schools to our young people, a great many of the 
pitfalls which their parents met will be obliterated. 

Lastly, but by no means least, the physician must 
become familiar with the program of Alcoholics 
Anonymous. This organization is indispensable to 
the physician who treats alcoholics. Of all the 
methods that can be brought to bear upon a patient, 
the sincere acceptance of the principles of Alcohol- 
ics Anonymous is the best. Members of Alcoholics 
Anonymous should be represented on all the com- 
mittees, and there should be proper rapport be- 
tween the medical profession and that organization. 
My own experience has indicated that members are 
always available to the doctor who needs their help 
with an alcoholic patient—and, conversely, that the 
doctor should make himself available to any member 
of Alcoholics Anonymous who needs his help. 
Every doctor who treats alcoholics should make a 
study of the organization and its principles. Mem- 
bers of Alcoholics Anonymous must be enlightened 
as to what a capable and understanding medical 
man can do for an alcoholic patient. 

Unfortunately, after so many years of apparent 
indifference on the part of doctors, there are many 
alcoholics who feel that the profession is not inter- 
ested in their problem. The medical profession 
must change this impression. However, before that, 
the medical profession must prove worthy of such a 
change of opinion. It must demonstrate its accep- 
tance of alcoholism as an illness and show a desire 
to help the victims of this affliction. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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BY ROBERT LICH, JR., M.D., 


Louisville, Kentucky 


AND JOSEPH E. MAURER, M.D. 


This condition begins insidiously with a little leakage of urine whenever intra-abdominal pressure is increased. 


Finally the slightest cough may cause embarrassment. The incontinence is a result of ptosis of the bladder neck, 


and treatment is intended to overcome such ptosis. Perineal exercises or a pessary may afford relief. In 
obstinate cases a surgical method must be used to support the base and neck of the bladder. 


BiappeR dysfunction in the female is seldom con- 
sidered a part of the aging process. It is true 
that it is not proportionately as common as pros- 
tatism in the male, but it is by no means rare. 

The disturbance to which we refer is stress in- 
continence or urinary incontinence unassociated 
with intrinsic, neurogenic, or inflammatory disease 
of the bladder. It most often begins as a mild occa- 
sional leakage of urine and is sufficiently infrequent 
so that the patient is more embarrassed than 
alarmed. Gradually it demands of this otherwise 
normal woman, a curtailment of social activities and 
imposes a concomitant psychologic penalty. 

Such a patient may now seek medical assistance, 
only to encounter discouraging indifference on the 
part of her physician. As a result she proceeds in 
quiet concern for an indefinite period with progres- 
sion of symptoms until almost total incontinence 
develops. These unfortunate women can be helped 
and are entitled to intelligent guidance. 

The cause of true urinary stress incontinence in 
the female is ptosis of the vesical neck, which is 
most often associated with one or more of the fol- 


lowing conditions: (1) menopause, (2) posthyste- 
rectomy state, (3) post-partum state (usually after 
a lapse of a few years), and (4) trauma—the re- 
peated trauma associated with severe asthma over 
an extended period of time. 

The base of the female urinary bladder and ure- 
thra are held in position by definite fascial structures 
of the pelvic diaphragm (Figure 1). This layer of 
endopelvic fascia is attached laterally to the arcus 
tendinus of the pelvis and forms the superior cover- 
ing of the levator ani muscles. The fascia, with the 
levator muscles, dips downward and medially from 
each side like a pair of hands, uniting in a median 
raphe. The raphe extends from the pubic symphy- 
sis to the tip of the coccyx and is pierced by the 
vagina and rectum. Anteriorly, in the wedge be- 
tween the pubic bones, the endopelvic fascia merges 
with the inferior layer of the triangular ligament and 
is pierced by the urethra. 

The superior layer of the pelvic diaphragmatic 
fascia forms a hammock-like support for the base 
and neck of the bladder, and this specific portion 
has been termed the “‘pubo-vesico-cervical fascia.” 
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Pubourethral - Pubocervical 
Ligament Ligament 


Figure 1 Distribution of endopelvic fascia in the female. 


When it is grossly torn, weakened, or relaxed, ptosis 
of the vesical neck occurs. Urinary stress inconti- 
nence is dependent upon this ptosis. On the other 
hand, the normal bladder never exhibits such mo- 
bility during an increase of intra-abdominal pres- 
sure, but remains in the shape of an oblate spheroid, 
becoming slightly flattened with the neck descend- 
ing not more than one-half inch. 

The sphincter musculature alone is not capable 
of keeping the urethra closed during periods of 
great intravesical pressure, and normally it is not 
subjected to such pressures. It can be shown by 
oblique or lateral cystograms, taken while a patient 
with stress incontinence is straining, that a wedge of 
dye due to the relaxed vesical base impinges on the 
urethral sphincter (Figures 2a and b). From the 
physical laws of pressure it is obvious such a sphinc- 
teric mechanism could not remain closed with the 
hydraulic wedge of urine applying pressure directly 


on the sphincter muscle. The total force applied 
at the urethral opening of the bladder is greatly 
multiplied over the normal capacity of this struc- 
ture and thus urinary leakage must ensue. 


Symptoms and Signs 


Urinary stress incontinence implies urine leakage 
associated with increase of intra-abdominal pressure 
during laughing, coughing, sneezing, lifting, or 
straining. It is variable in degree and etiology 
though the fundamental mechanism is constant. 
Urine leakage becomes progressively greater al- 
though at its onset it is often intermittent. 

The physical findings are localized to the urethra 
and vagina. There may be excoriation of the vagi- 
nal labia if the urine leakage is severe. It is not 
unusual, particularly in severe instances, to find 
definite relaxation of the anterior vaginal wall in 
the region of the vesical neck and urethra, in con- 
tradistinction to the upper region of the vagina 
which is involved in ordinary cystocele. It will be 
noted too that the urethral orifice seems to present 
an upward projection. With the bladder filled with 
200 cc. of sterile water and the patient in the lithot- 
omy position, a heavy cough will cause a variable 
quantity of water to spurt from the urethral meatus, 
and at the same time will produce a downward and 
outward motion of the anterior vaginal wall. If now 
two fingers are inserted into the vagina, above and 
on either side of the urethra avoiding urethral com- 
pression, and the anterior vaginal wall supported 
so that it cannot be displaced downward during a 
cough, no expulsion of urine will occur. In other 
words, if the neck of the bladder is not permitted 
to drop during sudden episodes of increased intra- 


Figure 2a. Normal oblique cystogram. b. Oblique cystogram taken during ab- 
dominal straining. A wedge of dye is seen in the region of the sphincter muscle. 
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Figure 3a. Preoperative cystogram. Patient with stress incontinence, not 
straining. b. Preoperative; patient straining. Note descent of bladder neck. 


abdominal pressure and the normal oblate spheroid 
of the bladder is maintained, continence of urine is 
re-established. 


By definition, true urinary stress incontinence is 
unaccompanied by inflammatory, intrinsic, or neu- 
rogenic disturbance of the bladder. Hence, to treat 
this condition successfully an accurate diagnosis is 
mandatory. Inaccurate diagnosis accounts for ther- 
apeutic failures, and the multitude of surgical pro- 
cedures introduced represent diagnostic rather than 
therapeutic inadequacy. 

Our procedure of examination is conducted by 
catheterizing the patient, collecting the urine, and 
then filling the bladder with sterile water to record 
the bladder capacity (normally 450 cc. or more). 
Some of the sterile water is permitted to escape, 
leaving 200 cc. of water in the bladder for use in 
subsequent tests. We observe the leakage on cough- 
ing and attempt prevention by supporting the base 
and neck of the bladder. The patient is then asked 
to void. She is catheterized again to determine the 
presence or absence of any residual vesical fluid. 
If no abnormality of urine, bladder capacity, or 
residual urine is found, it can be assumed that she 
will respond to treatment of the vesical incontinence. 
The demonstration of normal excretory urograms 
completes the investigation of the patient from a 
urologic point of view. We advocate cystoscopy 
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whenever possible, and we believe that cystometrog- 
raphy too is a valuable adjunct. 

Radiologic examination is essential, simple, and 
accurate. The medium used is sterile 5 per cent 
sodium iodide which can be prepared in any hospi- 
tal. The bladder is drained by catheter, and 150 ce. 
of 5 per cent sodium iodide solution introduced into 
it. The catheter is withdrawn. Films are made with 
the patient in an upright position. The first film of 
the bladder is taken with the patient relaxed, and 
the second with the patient straining and thus main- 
taining as much increased intra-abdominal pressure 
as possible (Figures 3a and b). Normally the de- 
scent of the vesical neck is less than three-fourths 
of an inch, and when it is greater than one and one- 
fourth inches, it is certain that the patient is suffer- 
ing from true urinary stress incontinence. 


Differential Diagnosis 


Hunner Ulcer (interstitial cystitis, elusive ulcer). 
This condition causes severe nocturia, pollakiuria, 
tenesmus, dysuria, and suprapubic pain. The urine 
reveals a few red blood cells microscopically, and 
the bladder capacity is greatly reduced. 

Posterolateral Spinal Cord Disease (tabes, syringo- 
myelia, arteriosclerosis, pernicious anemia). In this 
group the bladder capacity is often unusually large, 
vesical sensation is reduced or entirely lost, and 
residual urine is present. General physical examina- 
tion will reveal the underlying systemic pathology. 
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Cutting strap from 
rectus fasciae 


Figure 4. Transverse suprapubic incision made to external aponeurosis. 
Two straps are fashioned from the rectus and external oblique aponeu- 
rosis. Figure 5. The straps are left attached at their lateral aspects. 


Pyelonephritis with Cystitis. The presence of py- 
uria and bacilluria, along with reduced bladder 
capacity, will most often make the diagnosis of this 
condition. 

Urethrotrigonitis. The urinalysis may or may not 
demonstrate inflammatory elements. Increased ves- 
ical irritability associated with urethral tenderness 
will most often make the diagnosis. Cystoscopy is 
necessary for confirmation. 


Treatment 


Initially there is a minimal amount of bladder 
neck ptosis, and anything that will assist in support 
of the bladder base and neck will be beneficial. Cli- 
macteric women will often be assisted by the use of 
estrogens or some stimulating drug such as strych- 
nine sulfate (gr. 1/60 or 1/40 three or four times 
a day). 

Perineal exercise is useful. The patient goes 
through the act of contracting the urethral and 
perineal muscles as if she were interrupting the flow 
of urine, and does this forty or fifty times, three 
times a day. It is a tedious exercise and the bene- 
fits are neither immediate nor dramatic. The phy- 
sician must patiently encourage these people to 
continue their efforts. 

Instillation of 2, 5, or even 10 per cent silver ni- 
trate solution is beneficial. It is only of temporary 
value and is not recommended except in certain 
instances with the distinct understanding by the 
patient that the treatments are purely palliative. 

In some instances in which there are certain con- 
traindications to other forms of treatment, the use 
of a pessary may afford some comfort. This again 


is a palliative measure, and this must be appreciated 
by the patient and her family in order to avoid mis- 
understanding and disappointment. 

In persistent urinary stress incontinence surgical 
intervention provides the only means for permanent 
relief. The methods are numerous and the various 
operative procedures are beyond the scope of this 
paper. All acceptable operative procedures must 
support the base and neck of the bladder and not 
permit vesical ptosis during periods of increased 
intra-abdominal pressure. In our opinion the 15 to 
25 per cent rate of failure of the vaginal procedure 
is due to mechanically inefficient fascial suspension 
and the use of qualitatively unpredictable fascia. 
When the fascial repair gives away, it causes a sur- 
gical failure and leaves a disappointed and disillu- 
sioned patient. It is for this reason that we advocate 
the use of a method which utilizes supporting fascia 
that can be relied upon for strength, and which has 
a texture that can be visualized readily at the time 
of operation. We are not presenting a new proce- 
dure, but have found the method described by Millin 
to be most satisfactory. A single recurrence mars 
our series, but this occurred some weeks after the 
establishment of perfect continence, and the fascial 
disruption followed heavy lifting. It must be re- 
garded, however, as a technical failure due to the 
forming of inadequate straps at the time of the 
operation. 


Surgical Procedure 


Under spinal anesthesia, the abdomen and vagi- 
nal areas are prepared. The bladder is emptied by 
introducing an 18 F. Foley catheter with a 5 cc. 
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Threading 


straps throught 


Figure 6. The urethra, with its inlying catheter, is grasped by a long Babcock forceps and the urethra 
is under-run at its junction with the bladder, using a Mixter clamp. Figure 7. Fascial straps are 
brought laterally to the recti and threaded under the vesical neck from each side, and the tension adjusted. 


bag. A transverse suprapubic incision is made to 
the external aponeurosis. Two straps (1 cm. wide) 
are fashioned from the rectus and external oblique 
aponeurosis, and are left attached at their lateral 
aspects (Figures 4 and 5). The rectus muscles are 
separated in the midline and the retropubic space 
entered. The urethral catheter is palpated and the 
vesical neck area identified by the catheter bag. By 
careful sponge dissection, the lateral fossae of the 
urethral area are opened. At this point the urethra, 
with its inlying catheter, is grasped by a long Bab- 
cock forceps and the urethra is under-run at its 
junction with the bladder, using a Mixter clamp 
(Figure 6). 

When, as is common, one or more previous ante- 
rior colporrhaphies have been performed, there may 
be rather dense adhesions between the vagina and 
the bladder, but the dissection is not difficult. The 
previously prepared fascial straps are then brought 
laterally to the recti and threaded under the vesical 
neck from each side, and the tension adjusted (Fig- 
ure 7). The tension should be sufficient to elevate 
the vesical neck to its normal position. Kinking of 
the urethra should be avoided. Usually the bladder 
is almost in its normal position when the patient 
is anesthetized and in mild Trendelenburg position, 
so that only sufficient tension to keep it there is 
necessary. The straps are secured one to the other 
with three or four silk sutures at each side (Fig- 


Figure 8. The straps are secured one to the 
other with three or four silk sutures at each side. 


ure 8). A rubber tissue drain is placed to the space 
of Retzius, and the fascial borders of the abdominal 
incision are approximated. The skin is closed and 
a dressing applied. 

The catheter is connected to the bedside bottle 
for continuous vesical drainage which is maintained 
for five days. The rubber tissue drain is removed 
on the third day after operation. 

The average period of hospitalization is less than 
ten days. 
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Present Status of .... 


Varicose Veins in Pregnancy 


Ir HAs been said that all women will eventually 
develop varicose veins if they have a sufficient 
number of pregnancies. The disturbed venous 
circulation is largely due to enlargment of the 
uterus. The consequent compression of the 
iliac veins causes an increase of blood pressure 
in the leg veins. This factor is intensified by 
the nature of the placental circulation, which 
is really a kind of arteriovenous fistula. Of 
course some women have a hereditary tend- 
ency to develop varicosities. This is related 
to the numbers and distribution of venous 
valves. These two factors, heredity and in- 
creased venous pressure, explain the high in- 
cidence of varicose veins during pregnancy. 

Recently Mullane has reviewed the results 
of treatment of varicose veins in 405 pregnant 
patients (Am. J. Obst. & Gynec., 63:620, 
1952). Their ages were in the usual range for 
pregnant women. He found that many of these 
women had already developed some varicosi- 
ties before they had ever been pregnant. About 
30 per cent showed them during their first 
pregnancy, and 90 per cent by the end of their 
third pregnancy. 

The varicose veins were moderate-sized or 
large in almost three-fourths of the patients. 
Right and left legs were involved equally, and 
more often than not the abnormal veins were 
first noticed before the third trimester. Vari- 
cosities tended to be temporary in the sense 
that they showed great improvement—some- 
times disappeared completely—after delivery. 
However, with each succeeding pregnancy, 
they reappeared earlier and eventually became 
permanent. 

Because varicosities do tend to subside after 
delivery, many physicians advise only con- 
servative treatment—rest and elastic bandages 
or stockings. However, Mullane believes that 
injection treatment should also be used. His 
purposes in using this method were sum- 
marized as follows: 


(1) To relieve symptoms; 

(2) To prevent the spread and stop the 
progressive development of varicose veins; 

(3) As a consequence, to prevent the devel- 
opment of permanent varicose veins; 

(4) To prevent spontaneous superficial 
phlebitis; and 

(5) To improve the appearance of the vari- 
cose veins. 

Mullane did not expect to cure varicose 
veins by injections of a sclerosing solution. He 
recognized that definitive surgical treatment 
would later be necessary in some cases. He 
started the injections as early as possible in 
pregnancy, gave them usually once a week, 
and noted no significant untoward reactions. 
Treatments were stopped when a patient had 
completed seven months of pregnancy. 

Ordinarily only one injection for each leg 
involved was given to a patient at each visit. 
With the patient standing, 0.5 to 2.0 cc. (de- 
pending on the size of the varicosity) of Mono- 
late was injected at the highest possible point 
in the varicose system; subsequent injections 
were given at progressively lower levels. A 
pressure dressing of gauze and elastic adhesive 
was applied for twenty-four hours, and the 
patient was urged to walk as much as possible 
for the first day or two. Sometimes, when a 
varicose vein was very large, it was advanta- 
geous toapply a tourniquet for ten minutes just 
below the level of injection. This tended to 
confine the sclerosing solution to the diseased 
segment long enough to guarantee its effec- 
tiveness. 

Results of this method of treatment were 
immediately good in 80 per cent of the cases. 
That is, symptoms subsided and the appear- 
ance of the legs was improved. Some patients 
had a poor immediate result (6 per cent), 
others had incomplete treatment (11 per cent), 
and a few required prenatal operative treat- 
ment (3 per cent). 
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BY FRANKLIN H. TOP, M.D. 


University of Minnesota Medical School, Minneapolis 


Thanks to the sulfonamides and antibiotics, many infectious diseases are now curable or controllable to a 


degree never before possible. The search for new and more efficient antibiotics continues. Perhaps we shall 
soon have complete understanding of the mechanism of action of antibiotics. We may then hope to synthesize 
chemotherapeutic agents which will far surpass in effectiveness those now available. 


Tuis paper is concerned with the remarkable and 
almost unbelievable changes that have taken place 
and are still being reported with respect to the ap- 
proach and treatment of diseases, which in the past 
have responded poorly or not at all to therapy then 
available. Before discussing the newer kinds of am- 
munition now available in the treatment of infec- 
tious diseases, it might be well to set the stage, so to 
speak, for their appearance. 

For centuries past, epidemics of many infectious 
diseases had waxed and waned, and until the latter 
part of the nineteenth century little was known con- 
cerning their causation. With clarification of 
etiology came immediate therapeutic aids in the 
form of antitoxins and serums for the treatment of 
such infections as diphtheria and scarlet fever. 
Almost simultaneously came a better understanding 
of sanitary measures which could be expected to 
lower the incidence of disease. Purification of water 
and milk supplies alone had a tremendous influence 
on the decrease in incidence of many infectious 
diseases. Improved sanitary measures not only led 
to a decline of the infectious disease rate, but their 


mass application and the education of people in 
sanitary practices resulted in an improvement in 
personal, home, and community hygiene to an 
extent unparalleled before. Indeed, a decreased inci- 
dence of many infectious diseases could be ascribed 
rightfully to more healthful living. In addition, 
antigenic agents were produced which, when intro- 
duced into the human body, caused the production 
of antibodies, thus protecting many individuals 
against the hazard of contracting a disease in recog- 
nizable or serious form. However, infectious diseases 
were still common and suitable therapeutic agents 
were not available for most of them. 

From a study of their natural history, it is ap- 
parent that some diseases have typical epidemic 
cycles the duration of a complete cycle running in 
many instances for two or more decades, whereupon 
the whole is repeated. Such long-term cycles are 
noted for diphtheria and scarlet fever. 

At the turn of the last century, many diseases 
which had formerly been prevalent and severe ap- 
peared to lighten in severity and incidence. This 
trend was enhanced some decades later by nation- 
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wide programs of active immunization, more par- 
ticularly against smallpox, diphtheria, and whoop- 
ing cough. Although the incidence of certain im- 
portant infectious diseases declined, there remained 
many, perhaps of lesser importance before, which 
now were projected to the foreground. Many of 
them took their toll in death and disability because 
there were no specific treatments for them. All 
known sanitary and control procedures were of no 
avail or were well-nigh useless. This was the situa- 
tion with respect to many infectious diseases prior 
to the discovery of chemotherapeutic agents. 

About fifteen years ago the most effective agents 
for the treatment of infections were antisera and a 
few pure chemical agents, such as quinine and the 
arsenicals, Antisera were the outgrowth of the rapid 
discovery of the causative agents of many bacterial 
diseases during the “golden age” of bacteriology, 
extending roughly between 1880 and 1920. As 
rapidly as the bacterial cause of a disease was dis- 
covered, an antiserum was produced and tried for 
therapeutic efficacy. For some infectious diseases 
antisera were more or less effective, but all sera were 
specific in that each serum was effective only for a 
single organism. Chemical agents were introduced 
into Europe in the seventeenth century with the 
importation of cinchona bark and ipecacuanha root, 
from which quinine and emetine were derived re- 
spectively. However, Ehrlich was the first investiga- 
tor to explore the field of chemotherapy by apply- 
ing the methods of organic chemistry to the treat- 
ment problems of infectious diseases. During the 
first decade of the twentieth century he defined 
chemotherapy as the use of substances, other than 
antibodies, which inhibit or sterilize microérganisms 
in vivo. He not only developed drugs but also the- 
ories concerning their action, and in doing this he 
emphasized the importance of the parasite rather 
than the host. Unfortunately, Ehrlich confined his 
work principally to the spirochetal and protozoal 
infections; chemotherapy for other infections was 
still in the future. Thirty years were to pass before 
a chemical was found to be useful in the treatment 
of a bacterial infection. 


The “Golden Age” of Chemotherapy 


It had long been believed that bacterial infections 
differed from spirochetal and protozoal infections 
with reference to chemotherapy. There had been 
a few attempts at chemotherapy of bacterial infec- 
tions, such as the partially successful use of 
Novarsenobenzol in the treatment of anthrax and 


the clinical failure of Optochin (a quinine deriva- 
tive) in the treatment of pneumococcal infections. 
As far as can be ascertained, the first person to men- 
tion the para-amino-sulfonamide compounds was 
Gelmo, who did so in 1908 while working in an 
industrial plant. No clinical application was made 
until 1913, when Eisenberg predicted their proba- 
ble bactericidal power. In 1932, Mietsch and Klarer 
synthesized the red powder, Prontosil, and later 
Neoprontosil was produced. Domagk tested various 
azo dyes in experimental streptococcal infection in 
mice and was able to report success with the original 
Prontosil in 1935. Domagk’s findings gave impetus 
to many studies, and Fourneau and his colleagues 
demonstrated that the active agent in Prontosil was 
not the dye but a product of its hydrolysis, called 
sulfanilamide. Others soon corroborated this, and 
we entered the “golden age” of chemotherapy. 
It has been stated before that antisera were speci- 
fic in that they were effective against only one 
strain or type of organism. In contrast, chemical 
agents were found to be effective not only against 
streptococci, as Domagk had first determined, but 
to have a variably powerful effect against a large 
number of bacteria. Prontosil and Neoprontosil 
were soon followed by sulfanilamide, sulfapyridine, 
sulfathiazole, sulfaguanidine, sulfadiazine, sulfa- 
merazine, sulfathalidine, and finally Gantrisin. 
Among them, they covered a wide range of infec- 
tions though they were active principally against 
Gram-positive organisms. The sulfonamides were 
effective in local sepsis with spread; in septice- 
mia and osteomyelitis due to hemolytic streptococci 
and Staphylococcus aureus; in pneumonia and early 
empyema caused by pneumococci, hemolytic strep- 
tococci, staphylococci, and the Friedlander bacillus ; 
in suppurative meningitis of the primary or 
meningococcal type and of the secondary form due 
to hemolytic streptococci, pneumococci, Hemophilus 
influenzae, or Staphylococcus aureus; in venereal 
infections including gonorrhea, lymphogranuloma 
venereum, and chancroid; and in a group of mis- 
cellaneous infections which responded less favor- 
ably. Following extended use of the various sulfona- 
mides, certain differences stood out clearly. When 
compared on the basis of rate of absorption, degree 
of conjugation, rate of excretion, desired blood 
level, incidence of toxic reactions, and efficacy, it 
was found that sulfadiazine was the drug of choice. 
Although absorption and excretion were somewhat 
slower for sulfadiazine than for some of the others, 
the incidence of toxic reactions was far less. This 
was equally true of its derivatives, sulfamerazine 
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and sulfathalidine. To date, Gantrisin has proved 
equally satisfactory with relation to these factors. 

The sulfonamides have contributed greatly to 
the therapy of infectious diseases. Many infections 
which were highly fatal became amenable to treat- 
ment. For example, meningococcal meningitis did 
so well under treatment that the fatality rate in the 
Armed Forces dropped to the neighborhood of 3 
per cent, while good civilian rates were lowered 
below 10 per cent. Many individuals with other 
types of infection owed their lives to the action of 
these drugs. However, there were certain draw- 
backs. One was mentioned above, namely toxic 
reactions. Another serious difficulty was the de- 
velopment of drug resistance by the organisms. 
In addition, there were still many infections for 
which the sulfonamides were ineffective. The time 
was ripe for additional therapeutic aid. 


The Antibiotics 


In 1877, Pasteur and Jeubert observed the death 
of anthrax bacilli in an air-contaminated culture in 
urine. They made in vivo studies by inoculating 
animals with mixed cultures of anthrax and other 
bacteria and found that the anthrax bacilli did not 
survive. Further research was carried out by others 
as a result of these findings, and Babés, in 1885, 
deduced from his studies that microbial antagonism 
(the opposite of symbiosis) was the result of a 
definite chemical substance produced by the antag- 
onist. Garre extended these observations by studies 
reported in 1887. He found that the phenomenon 
was not due to overgrowth or crowding out of one 
species by the other, nor was it due to utilization of 
available foodstuff in the media by the more rapidly 
growing species, but rather was due to an antagon- 
ism caused by the secretion of a specific, easily 
diffusible substance which is inhibitory to the 
growth of some species but completely ineffective 
against others. Attempts to use the substances re- 
sponsible were made in 1899 by Emmerich and 
Low who prepared an abstract from cultures of 
B. pyocyaneus calling the substance, pyocyanase. 
The material was found to be effective against an- 
thrax, diphtheria, typhoid, and plague bacilli. Un- 
fortunately, the substance was too toxic for internal 
use, and its administration was limited to local ap- 
plication in a number of infections. Although 
pyocyanase was used for a number of years and was 
considered by some to be the most active substance 
available, reports were conflicting, no doubt due in 
part to lack of standardization of the preparation. 
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Probably the first isolation of an inhibitory sub- 
stance from a mold was reported by Gosio in 1896; 
he separated a crystalline substance with antibac- 
terial properties from moldy maize, the latter 
thought to be the cause of pellagra at the time. The 
product is now known to be mycophenolic acid. 
Other molds were also studied for antibacterial 
properties, particularly Aspergillus fumigatus which 
it was hoped would offer a substance antagonistic 
to the tubercle bacillus. 

By far the most important contribution with 
which we are all familiar is the observation made 
by Fleming in 1929. Fleming noticed a mold which 
was causing lysis of staphylococci on one of his cul- 
ture plates. The mold was subcultured and the 
culture broth was found to contain a substance 
capable of stopping growth and killing pathogenic 
organisms such as streptococci and staphylococci 
but did not appear to affect some Gram-negative 
organisms such as Hemophilus influenzae or the 
Salmonella group. Fleming called the crude material 
penicillin. The substance was used for application 
to septic wounds but the results were not striking. 
The strain of mold was maintained, however, and 
the broth was used for differential culture media in 
the laboratory. 

It was ten years before Dubos, in 1939, reported 
an antibacterial substance obtained from Bacillus 
brevis, now known as tyrothricin. Unfortunately, it 
was very toxic when given systemically to animals, 
and its use in humans was limited to topical appli- 
cation. It remained for the Oxford University 
group headed by Chain and Florey to report the 
first clinical observations on penicillin, and to 
show that the substance used by them was rela- 
tively nontoxic to the extent that it could be in- 
jected subcutaneously and intramuscularly in 
amounts sufficient to control a number of bacterial 
infections. These findings greatly stimulated search 
for still other antibacterial products; and in the 
relatively short time of ten years, at least seven other 
products have come into general use. These sub- 
stances (named antibiotics by Waksman) include, 
in the order of their discovery and use, tyrothricin, 
penicillin, streptomycin, bacitracin, polymyxin, 
aureomycin, chloramphenicol, and terramycin. 


Preferential Properties of Antibiotics 


The number of antibiotics in actual use today is 
small in comparison with the total number of anti- 
biotics registered with the Antibiotics Study Sec- 
tion of the National Institutes of Health. In 1948, 
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there were 150 substances of interest to the section 
and others are being added almost monthly. The 
few mentioned above have proven of value in the 
treatment of human infections. The reason for so 
few from a group so large can be found in a list of 
the properties an antibiotic should ideally possess, 
as suggested by Florey. In order to be used systemi- 
cally, an antibiotic should have the following char- 
acteristics : 

1. It must be effective against at least a few bac- 
teria; weak antibiotics are not likely to be used as 
therapeutic agents. 

2. It must be specific in its action. Good anti- 
biotics have this attribute and although ineffective 
against certain species they are active against others. 

3. It must have a minimum toxicity for the intact 
body and for special body cells such as leukocytes. 
It should not damage the kidney, but this organ 
should readily concentrate and excrete the drug. 
Low toxicity is necessary not only for one dose of 
the antibiotic but for treatment over an extended 
period of time. 

4. It must be active in the presence of body fluids, 
such as serum and cerebrospinal fluid, and in pus. 
5. It must not be destroyed by tissue enzymes. 

6. It must be stable. 

7. It should not be too rapidly excreted by the 
kidneys. 

8. It should not cause a marked degree of resis- 
tance in the organisms against which it is used. 
This recital of preferential characteristics of an 
antibiotic demonstrates clearly why so many pro- 
posed antibacterial substances fall short of ready 
adoption and sustained use. 


Evaluating the Antibiotics: Penicillin 


By all odds, penicillin still comes closer to being 
the ideal antibiotic than the others now in use. 
Among the criteria just mentioned, penicillin ex- 
hibits a shortcoming in three attributes only, 
namely, in stability, in excretion, and to a slight 
extent in induction of bacterial resistance. These 
objections have not been serious enough to limit 
the use of penicillin materially. Stability has been 
improved by using crystalline salts of penicillin, 
and rapid excretion has been reduced by use of the 
procaine salt of penicillin-G in oil with aluminum 
monostearate. 

In the main, organisms which are susceptible or 
sensitive to penicillin develop resistance rather 
slowly. With reference to reactions, the record of 
penicillin is good, the commonest aberration being 


mild allergic effects which are noted in 8 to 10 per 
cent of treated individuals. 

Penicillin is very effective against most Gram- 
positive pathogens, particularly streptococci, pneu- 
mococci, staphylococci, the Clostridium group (ex- 
cept botulinum), and the anthrax bacillus. It is less 
effective against C. diphtheria, nonhemolytic strep- 
tococci such as S. viridans, and against Cl. botulinum ; 
and it is noneffective against the tubercle bacillus. 
A few Gram-negative organisms are sensitive to the 
action of penicillin, namely the Neisseria group— 
catarrhalis, meningococcus, and gonococcus—and 
H. ducreyi, the latter the causative agent of chan- 
croid. Among spirochetal organisms it is highly 
effective against syphilis and less so against the 
spirochetes of Weil’s disease, rat-bite fever, and 
relapsing fever. Penicillin is thus of value against 
a relatively large number of organisms pathogenic 
for man, but these are principally Gram-positive 
and spirochetal, whereas Gram-negative organisms 
and viral agents are susceptible in only a few in- 
stances. 


Streptomycin 


Waksman, Schatz, and Bugie isolated Strepto- 
myces griseus from manured field soil and isolated 
an antibiotic from it which they called streptomy- 
cin. Until recently it was second in importance only 
to penicillin, for it complemented the latter in that 
it was effective particularly against Gram-negative 
organisms. However, the development of still newer 
antibiotics has materially limited the use of strep- 
tomycin except for tuberculosis. 

Large doses or prolonged administration of 
streptomycin may lead to toxic reactions, the most 
frequent of which is impairment of the vestibular 
portion of the eighth cranial nerve. At first, strep- 
tomycin was used for pulmonary and other types of 
tuberculosis in doses approximating 3.0 Gm. a day, 
and such a regimen carried on for a period of three 
weeks or longer resulted in vertigo in nearly all 
cases. Since the daily dose has been decreased to 
1.0 or 0.5 Gm., this condition is noted infrequent- 
ly. Unfortunately, vestibular damage appears to be 
permanent. Among other toxic manifestations have 
been very occasional hearing loss and kidney irri- 
tation. Mild to severe dermatitis has appeared in 
some patients and in hospital personnel handling 
the drug. Sensitization of hospital employees is be- 
coming an increasing problem. Some individuals 
must be removed from contact with patients re- 
ceiving the drug; some are actually affected if they 
work on a floor where it is given, prepared, or stored. 
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Of perhaps greater moment is bacterial resistance 
to streptomycin. Some bacteria which are initially 
susceptible to streptomycin develop resistance with 
remarkable rapidity. There is a wide divergence in 
bacterial sensitivity not only within the genus or 
species, as with penicillin, but from strain to strain, 
so that one cannot be reasonably assured that the 
drug will be effective for any given strain of sup- 
posedly susceptible bacteria. Sensitivity tests must 
be performed and repeated in order to treat a 
patient intelligently. Furthermore, resistance to 
streptomycin seems to be rather stable, in a few 
instances to such an extent that some initially sen- 
sitive strains become dependent for growth upon 
the presence of the drug in the media. Hence, 
streptomycin cannot be used indiscriminately. Al- 
though of value in the treatment of a large number 
of Gram-negative organisms, it is now mainly used 
in the treatment of tuberculosis. Streptomycin is 
useful in the therapy of certain forms of pulmonary 
tuberculosis in which the acute inflammatory com- 
ponent is great and the destructive component is 
slight. It is to be emphasized that streptomycin 
therapy is not definitive therapy and rarely effects 
a “cure” of the disease by itself, but should be used 
along with bed rest, collapse measures, or pulmon- 
ary resection. The use of streptomycin is obligatory 
in miliary and in meningeal tuberculosis. Adequate 
treatment in these latter disorders demands early 
recognition and persistent, long-continued ther- 
apy, with para-aminosalicylic acid or one of the 
sulfones used concomitantly. The effect of strep- 
tomycin on spirochetes and Gram-positive or- 
ganisms is much less than that of penicillin, and 
viral agents are not affected by it. 

Dihydrostreptomycin has recently been used in 
the therapy of tuberculosis and has the advantage 
that the incidence of impairment of vestibular 
function is less, when compared gram for gram with 
streptomycin. This advantage is definite when a 
daily dose of 2 Gm. or more is used. However, since 
it is now generally accepted that the daily dose of 
streptomycin need rarely exceed 1 Gm.—a dosage 
which is effective and which seldom causes vestibu- 
lar toxicity—the advantage of dihydrostreptomycin 
over streptomycin is no longer apparent. Dihydro- 
streptomycin has the undesirable effect of causing 
deafness, even at a dosage of 1 Gm. a day, if treat- 
ment is continued for four months or longer. The 
incidence of hearing loss is considerably greater 
than occurs with the use of streptomycin. Dihydro- 
streptomycin is valuable in the treatment of tuber- 
culosis, but slightly less effective than streptomycin. 
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Bacitracin and Polymyxin 


A strain of B. subtilis was found by Johnson, 
Anker, and Meleney to be particularly antagonistic 
to other organisms they found in a compound frac- 
ture wound. They reported their discovery in 1945 
and called the crude material bacitracin because 
the bacillus came from a patient named Tracy. The 
substance has not been obtained in chemically pure 
form and some batches have been toxic for the kid- 
neys. Hence, use has been largely confined to top- 
ical application in mixed infections of wounds where 
penicillin, streptomycin, or other less toxic anti- 
biotics have failed to control the disease. Taken 
orally, it is of value in amebiasis. It has been used 
parenterally in pneumococcic infections and in 
other severe infections resistant to penicillin and 
streptomycin. The range of antibiotic activity of 
bacitracin is in general similar to that of penicillin. 
At the present time bacitracin is too toxic for gen- 
eral use, but when organisms are resistant to peni- 
cillin or the wide spectrum antibiotics, bacitracin 
should be used parenterally if necessary. 

Polymyxin and aerosporin are both obtained from 
B. aerosporus and exhibit rather marked inhibitory 
activity against a few Gram-negative organisms. 
They have a marked toxic effect on the kidneys and 
their use is limited to diseases in which an organism 
is not influenced by safer antibiotics. 


Aureomycin 


In 1948, Duggar obtained a substance subse- 
quently called aureomycin from the mold Strepto- 
myces aureofaciens. Upon laboratory examination 
it was found to be highly effective against certain 
Gram-positive and Gram-negative organisms and 
also against rickettsial infections. Clinical studies 
have confirmed these impressions and a few virus 
infections have been added to the list. It appears 
that the antibiotic is somewhat more active against 
Gram-positive than Gram-negative organisms. One 
exception to be noted is brucellosis which has re- 
sponded well in early trials. Primary atypical pneu- 
monia, granuloma inguinale, lymphogranuloma 
venereum, and rickettsial diseases such as Rocky 
Mountain spotted fever, typhus fever, and Q fever 
have promptly responded to use of the drug. The 
antibiotic is relatively nontoxic to date, although it 
may cause nausea or diarrhea. It is too early to 
properly assess the true value of aureomycin with 
respect to its efficacy and toxicity, and organism 
resistance to it cannot be appraised as yet. 
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Chloramphenicol 


Another antibiotic derived from a mold of the 
genus Streptomyces was obtained by Burkholder 
and co-workers from a sample of soil obtained from 
Venezuela. Chloramphenicol has a range of action 
somewhat similar to aureomycin in that it has an 
effect on Gram-positive and Gram-negative bac- 
teria as well as on rickettsial infections and certain 
viral agents. It demonstrates greater activity against 
Gram-negative bacteria, which is most strikingly 
evident in the treatment of typhoid fever. 

Chioramphenicol is stable and, though relatively 
insoluble in water, is well absorbed from the gastro- 
intestinal tract. To the present it is relatively non- 
toxic; vomiting occurs occasionally. Clinical results 
have been very encouraging in epidemic and scrub 
typhus, Rocky Mountain spotted fever, and typhoid 
fever. Again the antibiotic has been tried for too 
short a period of time to warrant conclusions as to 
its value and the ultimate place it will take in the 
therapeutic armamentarium. It appears to qualify, 
along with aureomycin, as a systemic therapeutic 
agent according to Florey’s criteria and to offer con- 
siderable promise in the treatment of infections un- 
affected by earlier agents. 


Terramycin 


Terramycin, the most recent antibiotic of prom- 
ise, has been obtained from the growth of Strepto- 
myces rimosus by Finlay and his associates. Both 
terramycin and its hydrochloride are stable. Like 
aureomycin and chloramphenicol, it is administered 
by mouth. Experience with terramycin is limited, 
but in general it seems to be like aureomycin and 
chloramphenicol in its action on both Gram-positive 
and Gram-negative organisms, and like aureomycin 
is more effective apparently against Gram-positive 
bacteria. It is stated that patients with rickettsial 
infections, acute brucellosis, primary atypical pneu- 
monia, and pneumococcal pneumonia have re- 
sponded favorably to its administration; typhoid 
fever and other Salmonella infections have not re- 
sponded. Other than this, little is known concern- 
ing this antibiotic first reported in January, 1950. 


Antagonistic Effects of Antibiotics 


Chemotherapeutic drugs have been given in 
combination for some time. Two or more sulfona- 
mides have been used together, a sulfonamide has 
been administered in conjunction with antibiotics, 
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or two or more antibiotics have been used together. 
There has been a great tendency to utilize several 
drugs at one time even though the severity of the 
infection did not necessitate such action. There are 
some conditions such as pneumococcal meningitis, 
influenzal meningitis, and certain other severe in- 
fections where simultaneous use of two or possibly 
three drugs is believed to be good clinical practice. 
There are, however, instances of antagonism be- 
tween drugs rather than the symbiotic relationship 
mentioned above. 

Penicillin and chloramphenicol do not appear to 
work well together in some infections, and there is 
some evidence to indicate that the same may be 
true of aureomycin and penicillin. Unfortunately 
there is little reliable information on the subject, 
but the whole question of synergistic and antagonis- 
tic effects needs careful experimental study. Harm 
may be done by employing certain antibiotics 
together. In severe infections sensitivity of the or- 
ganism causing the infection should be tested with 
all drugs used, singly and in combination. In some 
instances the combined effect is less than the ex- 
pected effect of the better drug administered alone. 
On the other hand certain infections are not so 
responsive to a single drug as they are to two or 
more. 


Antibiotics of the Future 


From the foregoing it can readily be gathered 
that sulfadiazine and the available antibiotics are 
potent weapons in the fight against infectious dis- 
eases. One need only recall that a little over two 
decades ago influenzal meningitis was nearly al- 
ways fatal, and that within the last two years there 
have been numerous reports on the successful 
treatment of relatively large numbers of this type of 
meningitis. The last report indicated a fatality rate 
of less than 5 per cent; only four deaths were re- 
corded among ninety patients treated. 

One is awed by the remarkable change that has 
taken place in the prognosis of certain infections— 
and with it all a tremendous fund of knowledge has 
been accumulated. But there are serious obstacles 
still to face, and some infections are not affected 
by the known therapeutic agents. We need a less 
toxic drug for tuberculosis—one that can be taken 
by mouth for long periods of time. We need an 
antibiotic that is more effective against Gram-nega- 
tive organisms, particularly the Salmonella group 
and pyocyaneus and proteus infections. We need 
antibiotics or therapeutic agents which will destroy 


GP e Volume VI, Number 3 


| 
3 

= 

a 


tailor-made chemotherapeutic agents which will 
surpass in effectiveness those now available. And in 
addition, toxic effects and organism resistance will 
be at a minimum. Such an accomplishment may 
well be considered a dream, but some dreams lead 
to accomplishment. 


or inactivate viruses. In addition, a fundamental 
problem remains to be solved, namely, the mechan- 
ism by which antibiotics produce their effects. If 
full knowledge concerning this phenomenon can be 
obtained, and there is no reason to doubt the possi- 
bility, then the large amount of time, energy, and 
money now expended in a search for still other anti- 
biotics in nature can be diverted to production of 


An extensive bibliography accompanying this article is avail- 
able upon request from the Editorial Office of GP. 
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McLanauan and his associates have demon- 
strated the value of x-ray scout films of the 
abdomen as an adjunct in the diagnosis of 
acute abdominal conditions. With practice, 
such films can be evaluated accurately by 
the attending surgeon or physician him- 
self, without the aid of a roentgenologist. 
The greatest difficulty to be overcome is a 
natural clinical prejudice of the physician. 
Having some particular disease in mind, he 
may miss entirely an abnormality clearly 
shown in the x-ray, but which he had not 
suspected, 

The prone position is best for intestinal 
studies, the upright position when search- 
ing for fluid levels, and the supine position 
for urinary tract examination. The authors 
recommend that if only two views are to be 
taken, they should be in prone and lateral 
decubitus positions. The latter, though 
often neglected, is useful for the detection 
of free air in the abdominal cavity, or the 
properitoneal fat line with its occasional 
obliteration in peritonitis. Differentiation 
among types of intestinal distention also 
are well visualized in the lateral position. 

Scout films are useful for the demonstra- 
tion of abnormalities of the osseous struc- 
tures, extra-abdominal soft tissues, and 
intra-abdominal organ groups. Among the 
organ groups are: (1) The subdiaphragm- 
atic region: here one may see elevation of 
the diaphragm with free air or gas under it, 
or occasionally rupture through it of an 


abdominal viscus. (2) The liver and gall- 


X-ray Diagnosis of Acute Abdomen 


bladder region may reveal an enlarged liver, 
or dilated gallbladder, or calculi. Occasion- 
ally gas shadows in the gallbladder and 
ducts indicate infection with a gas-forming 
organism. (3) In traumatic rupture of the 
spleen, enlargement of the organ may be 
seen, with displacement or dilatation of the 
stomach, and irregularities along its greater 
curvature. Pancreatic calculi are sometimes 
visible, and calcification in the adrenals is 
easily mistaken for biliary calculi. (4) Films 
of the genitourinary organs reveal varia- 
tions in the size, shape, and position of the 
kidneys; opacity in the renal area in renal 
rupture; and calculi throughout the uri- 
nary tract. Lumbar scoliosis, obliteration 
of the ipsilateral psoas shadow, and dis- 
tortion of the kidney outline suggest a 
perinephritic abscess. (5) Distention of the 
stomach is easily recognized. Dilated loops 
of jejunum usually reveal mucosal stria- 
tions, whereas loops of the ileum are likely 
to be characterless. Distention of the colon 
reveals characteristic haustral outlines. Al- 
though some gas may be present in the 
normal intestine, the presence of fluid and 
gas levels is pathognomonic of obstruction. 
Obstruction may be present, however, 
without the appearance of such levels. 
The authors emphasize the importance 
of having an established systematic plan of 
examination for flat films of the abdomen, 
and the value of the lateral position to 
diagnose a wide variety of acute abdominal 
conditions (Ann. Surg., 135: 586, 1952). 
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Practical Therapeutics 


TREATMENT OF PYELONEPHRITIS 


BY HAROLD JEGHERS, M.D. 


Georgetown University School of Medicine, Washington, D.C. 


BacTeriAt infections of the urinary tract are second 
in number only to those in the respiratory tract. 
Treatment of the latter group of infections, since 
the introduction of sulfonamide and antibiotic ther- 
apy, is on the whole relatively easy and usually quite 
successful. As a consequence, infections of the 
respiratory tract have lost their former ominous im- 
port. Infections of the urinary tract, by contrast 
remain a challenge to the practitioner in spite of 
improved methods of therapy. 

Instances of therapeutic failure in this disorder 
often reflect attempts at symptomatic therapy rather 
than handling of the problem on the basis of proper 
appreciation of pathogenesis, nature of infecting 
organism, and pharmacologic properties of the ther- 
apeutic agent. 

The present thesis will center upon the principles 
of diagnosis and therapy based on these factors 
rather than presentation of formal lists of drugs, 
dosages, and schedules. Successful management of 
urinary tract infections usually requires evaluation 
of many variables and must therefore be individual- 
ized for each patient. Any physician can improve 
his therapeutic results with such an approach. 

Discussion of urinary tract infections will be 
limited to the common bacterial causes of pyelone- 
phritis and will not cover instances due to tubercu- 
losis, higher organisms, the gonococcus, etc. 
Neither will this paper discuss glomerulonephritis. 

Until recent years, “pyelitis” was looked upon 
as a simple inflammation localized to the pelvis of 
the kidney, and often considered of no more serious 
importance than a “nose cold.” In a manner 
analogous to a “nose cold,” cessation of the dis- 
charge (pyuria) meant healing of the infectious 
process. It is now well established that this point of 
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view is wrong and that in only a small percentage 
of cases is the infection so localized. Infection of 
the interstitial tissue of the kidney is almost in- 
variably associated with that of the kidney pelvis. 
Hence the current use of the term pyelonephritis 
instead of pyelitis. 

Scars of healed lesions of acute pyelonephritis 
(mostly of minor degree) were noted in almost 15 
per cent of 1,000 consecutive autepsies reported 
from the Mallory Institute of Pathology. This figure 
attests to the frequency of the acute form of this 
disease. Acute pyelonephritis has in the past been 
treated as an isolated problem by many specialists 
for different age groups (2.¢., pediatricians, obste- 
tricians, surgeons, urologists, neurologists, gyne- 
cologists, etc.) and reported largely in the special- 
ized journal literature. Consequently the full magni- 
tude of the picture escaped general attention, as did 
importance of this lesion in producing progressive 
renal damage with resultant uremia, hypertension, 
or necrotizing arteriolitis later in life. 

Classic studies by Longcope and Winkenwerder 
in 1933, and Weiss and Parker in 1939, clearly es- 
tablished the natural history of the disease with its 
frequent progression from the acute phase to loss 
of renal substance by fibrosis and tissue destruction, 
eventuating in the classic contracted kidneys of 
chronic pyelonephritis. It is now well established 
that this renal disorder is often responsible after a 
long latent period of years for uremia, hypertension, 
and death. It is a more common renal disorder than 
chronic glomerulonephritis. The tremendous growth 
of knowledge in this field can be judged from the 
extensive review on pyelonephritis by Birchall and 
Alexander in 1950, which although limited to the 
medical aspects, cites 164 references. 
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physician-in-chief at Georgetown University Hospital, Washington, D.C., is professor and 
director of the Department of Medicine at Georgetown University School of Medicine. Follow- 
ing graduation from Western Reserve University School of Medicine, Cleveland, Ohio, he 
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of medicine at Boston University and chief of the Fifth Medical Service at Boston City Hos- 
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centered about the techniques of medical education. 


Acute pyelonephritis is far more common than its 
sequelae. This suggests the ready resolution of the 
infectious process in many instances on conservative 
therapy or even without specific treatment. The 
high incidence of healed scars quoted above attests 
to this also. Since one cannot readily predict which 
cases will resolve readily with little or no treatment 
and which cases will not, physicians should careful- 
ly evaluate each case individually. Prevention of the 
chronic sequelae will enable practitioners to con- 
tribute to a long-range type of preventive medicine. 

There has been much controversy about whether 
acute pyelonephritis is initiated by the infectious 
agent reaching the kidney via lymphatic, ureteral, or 
hematogenous routes. On the whole, experimental 
and clinical evidence strongly suggests that one of 
the latter two methods is responsible. 


Ascending Infection 


Infectious material placed in the bladder of ex- 
perimental animals rarely produces acute pyelone- 
phritis by spread up the ureters unless there is in- 
terference with the ureteral orifice at the bladder, 
or dilatation of the ureters and bladder as a result 
of mechanical obstruction. Of particular note have 
been the recent studies by Weyrauch and Bassett of 
Stanford University Medical School. They utilized 
an artificial kidney, pelvis, ureter, and bladder ar- 
rangement, perfused with broth or sterile urine, to 
simulate passage of urine from the kidney to the 
bladder. Bacteria placed in the artificial bladder 
reached the kidney pelvis only when capable of 
motility (e.g., E. coli) and with the flow of urine or 
broth through the ureter beirg less than the equiv- 
alent of about 1,200 cc. of urine output per day in 
humans. Nonmotile organisms (e.g., cocci) intro- 
duced into the bladder could not reach the renal 
pelvis even with complete ureteral stasis. However, 
with mixed infections (motile and nonmotile organ- 
isms) both were able to reach the pelvis from the 
bladder under circumstances similar to infection 


Table 1. Situations suggesting initiation of pyelonephritis 
by an ascending infection. 


(1) During childhood (? congenital anomalies). 
(2) Pregnancy. 

(3) Puerperium. 

(4) Postoperative period (? catheterization). 
(5) Multiparous woman with cystocele. 

(6) Neurogenic bladder dysfunction. 

(7) Instrumentation or catheterization. 

(8) Enlarged prostate. 

(9) Carcinoma of pelvic organs. 


with motile organisms alone. These experiments 
suggest that adequacy of urine output in humans 
probably aids in the prevention and cure of ascend- 
ing type of infection. At least this supports the 
common advice to force fluids as an aid in treating 
simple urinary tract infections. 

On the basis of data from experiments on ani- 
mals, on the artificial renal tract, and from analysis 
of clinical material, it seems clear that many in- 
stances of pyelonephritis are due to ascending in- 
fection. Some of the more important situations 
where this mechanism appears to be significant are 


listed in Table 1. 


Hematogenous Infection 


Bacteremia commonly results when the bladder or 
urethra is traumatized by infected instruments and 
catheters or if organisms are present in the urine at 
the time. Likewise the colon, appendix, teeta, and 
tonsils have been proposed as sites of origin of 
blood-borne organisms. There is strong experi- 
mental evidence to suggest that blood-borne organ- 
isms can lodge in one or both kidneys made hydro- 
nephrotic by a ureteral or pelvic obstruction or in 
kidney tissue which has been damaged by intrinsic 
disease, trauma, or poor blood supply. Representa- 
tive of such studies are the important observations 
of Mallory, Crane, and Edwards, who injected E. 
coli organisms into the ear vein of rabbits of which 
one ureter had been previously partially occluded 
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by ligature. Acute pyelonephritis was produced in 
three-quarters of the animals on the obstructed 
side, whereas the infectious process was rarely 
significant nor progressive on the nonobstructed 
side. The earliest lesion was essentially a small 
interstitial abscess which spread to pelvis and upper 
ureters after several days. Release of the obstruction 
stopped spread of the infection and initiated heal- 
ing. Animals were sacrificed at various intervals so 
that the natural history of the disease was repro- 
duced. Histologic criteria of the experimental series 
at each stage duplicated the comparable periods for 
the disease in humans. A brief pictorial account of 
these experiments is given in Figure 1. 

The pathogenesis by the hematogenous route 
apparently depends on slowing of blood flow 
through the kidney as a result of increased intrau- 
reteral pressure, allowing the infecting organisms to 
localize and multiply. In a similar manner, primary 
damage to kidney tissue by disease or trauma favors 
localization and growth of organisms entering the 
organ as a result of bacteremia. 

The situations under which one can suspect a 
hematogenous origin of pyelonephritis are listed in 


Table 2. 


Table 2. Situations suggesting initiation of pyelonephritis 
by hematogenous mechanism. 

A. Bacteremia in the presence of one of the following: 

1. Renal d ge from di , trauma, or vascular 
changes. 

2. Renal or ureteral calculus producing hydronephrosis. 
3. Lower urinary tract obstruction. 

B. Nonmotile organisms recovered by urine cultures. 


Experimentally the pelvis of a kidney with the 
ureter partially obstructed can be infected by 
inoculation of organisms above the ureteral ob- 
struction with spread from the pelvis to the kidney 
substance. 

On the basis of appraisal of clinical data and ex- 


Figure 1. Photographs of both kidneys of each of four 
rabbits. In each pair the kidney on the left was obstructed 
by partial ligation of the ureter, followed by the intra- 
venous injection of organisms with release of the obstruc- 
tion after five days in each instance. Kidneys on left 
(a and b) are characteristic of acute diffuse pyelonephritis. 
Note the increase in size of the kidney during the acute 
phase of the disease as compared to its normal mate on 
the right. c indicates the smaller size of a generally con- 
tracted kidney noted two and one-half months after in- 
jection, as a result of healed pyelonephritis. d is an in- 
stance of a small contracted kidney with irregular coarse 
scarring due to healed pyelonephritis, noted eleven and 
one-half months after the infecting injection. (Photo- 
graph courtesy of Mallory, Crane and Edwards, Arch. 
Path.) 
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perimental animal studies, one can conclude that 
infection of both the pelvis and the interstitial sub- 
stance of the kidney (acute pyelonephritis) results 
after two or three days regardless of whether the 
early phase was in the kidney substance (hematog- 
enous origin) or renal pelvis (ascending origin). 
Regardless of its mode of origin pyelonephritis rep- 
resents a serious infection of the interstitial tissue 
of a vital organ. 


Frequency of Infection; Types of Organisms 


In an over-all evaluation from clinical practice, 
Escherichia coli is the commonest infecting organ- 
ism, accounting for more than 70 per cent of cases 
in women (being especially common in female in- 
fants and young girls) and about 40 per cent of the 
cases in males (being infrequent until after age 
thirty). A wide variety of organisms make up the 
balance of infections. 

Patients admitted to a general hospital tend to 
have a different pattern of infecting organisms. A 
representative picture is given in Table 3 which 
lists data for one recent fiscal year at Georgetown 
University Hospital. Of 11,551 admissions (ex- 
cluding newborns), 529 patients (4.5 per cent) had 
urine cultures made because of suspicion of urinary 
tract infection; 324 (61 per cent) were positive. 
Undoubtedly some patients were treated for urinary 


Table 3. Frequency of positive urine cultures and types of organ- 
isms noted in 11,551 admissions to Georgetown University 
Hospital during 1951. 


Total number of patients with urine cultures. . . . 


Total number of patients with positive cultures. . . . . 


No. of Patients** 
. Hemolytic Staphylococcus aureus (coagulase negative). 96 


Predominant Bacteria 


* 


* 
— 
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Aerobacter aerogenes 

. Proteus vulgaris 
Alpha-hemolytic Streptococcus 
. Diphtheroids 

Beta-hemolytic Streptococcus 
- Colon intermediate 


. B. pyocyaneus 

- Hemolytic Staphylococcus (coagulase positive) . . . . 
Staphylococcus albus 

. Candida albicans 

. B. subtilis 

. Gamma streptococcus 


*These organisms are often contaminants and are difficult to 
evaluate without recheck of culture and study of urine sediment. 

**Total is greater than 324 because some cultures yielded more 
than one organism. 


tract infection without cultures being taken. The 
39 per cent negative cultures represent suspected 
but unproven cases (usually instances of unex- 
plained fever or pyuria), patients on therapy which 
could prevent growth in urine culture, and im- 
proper collection of specimens. The number of pos- 
itive cultures indicates the magnitude of the prob- 
lem in hospital practice. 

Of particular interest in this series is the observa- 
tion that E. coli did not occur so frequently as 
ordinarily quoted. This probably reflects the greater 
tendency to hospitalize patients with mixed and 
resistant strains of organisms. Undoubtedly many 
patients with the more easily treatable E. coli in- 
fections were treated at home or in office practice by 
these same physicians during the same period of 
time. 

Management of many urinary tract infections due 
to some of these organisms has proved difficult 
even with the ideal arrangements available in a 
modern hospital. It is well to check positive cultures 
of coagulase-negative Staphylococcus aureus, dipth- 
eroids, Staphylococcus albus, B. subtilis, and gam- 
ma streptococcus, since they are often contami- 
nants or normally present as saphrophytes in the 
urethra, but may at times have pathogenic signif- 
icance. 

There is a strong suspicion that extensive use of 
sulfonamides and antibiotics may be gradually 
changing the spectrum of organisms most common- 
ly infecting the urinary tract. 

Infection with ‘Urea Splitters.’’ Certain organisms 
(known as “urea splitters”) invading the urinary 
tract possess the property of splitting urea (a normal 
constituent of urine) into ammonia, COs, and water. 
The ammonia acts as an irritant to the mucous 
membrane of the urinary tract and produces an 
alkaline urine. Ordinarily with this type of infec- 
tion, the voided urine will be at a pH of 7.0 to 8.0, 
but may be acid, as it normally should be, if the 
infection is limited to one kidney with the other 
capable of producing urine of acid reaction. The 
definitive test for this property of splitting urea is 
to plant organisms, isolated from the urinary tract, 
into a urea broth containing an indicator dye which 
changes color if the urea is split into ammonia with 
resultant alkaline reaction of the broth. 

Urea-splitter infections predispose to acute 
hemorrhagic cystitis, and the bladder becomes en- 
crusted with calcium if the process remains un- 
treated. Persistent alkalinity of the urine predis- 
poses to rapid stone formation from precipitation of 
calcium salts; the calculi being composed of calcium 
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reflex and toxic 
phenomena 


general systemic 
features 


Table 4. Clinical and laboratory features of acute pyelonephritis and its related complications. 


local signs and symptoms 
from kidney involvement 


local signs and symptoms 
if bladder is involved 


spread to other 
organs 


Chills Anorexia 


Fever Vomiting 


this area 


Abdominal pain (rare) 


Sweating 


Abdominal 
distention (occasional) 


Malaise 


Bacteremia (occasional) 


Leukocytosis Bacteriuria 


Anemia (rare) Pyuria 


Pain costovertebral area 
Tenderness on palpation in 
Palpable enlargement of the 


kidney (occasional) 


Abdominal pain (occasional) 


Hematuria (rare) 


May precede or follow 
renal infection or be absent. 


Sub-diaphragmatic 
abscess (rare) 


Spread of pus 
downward to lower 
quadrants (rare) 


If present, accounts for: 


Urgency 
Frequency 


Dysuria Thrombophlebitis of 
Bacteriuria renal veins with 

bacteremia (rare) 
Pyuria 


Hematuria (occasional) Metastatic abscesses 
in other organs 


(rare) 


Low midabdominal 
discomfort 


and magnesium carbonate or phosphate, or am- 
monium-magnesium phosphate. The presence of 
magnesium in a stone suggests this type of origin. 

Urea-splitter infections are serious and warrant 
immediate admission to a hospital for evaluation 
and treatment. As a rule, the advice of a urologist 
should be sought in the management of this type of 
infection. 

The most common organisms with the property 
to split urea are Proteus vulgaris, B. pyocyaneus, 
and B. influenzae, the latter having the peculiar 
property of predisposing to interstitial calcium dep- 
osition with the formation of nephrocalcinosis. In 
a much smaller percentage of instances, staphylo- 
coccus, B. coli, Micrococcus urea, Aerobacter aero- 
genes, diphtheroids, and nonhemolytic strepto- 
coccus may split urea. Suspicion of this group must 
rest on the presence of an alkaline urine or special 
culture studies made for this property. Curiously, 
Streptococcus fecalis is rarely a urea splitter. 

Attempts to neutralize this type of alkaline urine 
by ingestion of acidifying salts can be dangerous 
and enhances the hazard of calculus formation by 
greatly increasing renal output of calcium. The 
only satisfactory therapy is eradication of the under- 
lying infection. 

Proteus vulgaris and B. pyocyaneus (the im- 
portant urea splitters) are often introduced through 
the use of catheters. All physicians should use spe- 
cial care in sterilizing catheters and investigate the 
efficacy of the method they presently use. Some val- 
uable preventive medicine can be practiced in this 
manner. 
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Clinical Diagnosis 


The clinical features of acute pyelonephritis will 
be much better appreciated and evaluated by 
proper correlation with their underlying mechan- 
isms. The schema outlined in Table 4 has been 
helpful in presenting this subject at teaching exer- 
cises. Approached in this fashion the subject is 
easier to remember. Pyelonephritis may be uni- 
lateral (on either side) or bilateral, with some varia- 
tion in the clinical features accordingly. Likewise 
acute pyelonephritis may vary from an easily recog- 
nized fulminating disorder, presenting in full 
magnitude almost all the features outlined in Table 
4, to a mild disorder manifesting only a slight 
elevation in fever, minimal evidence of infection in 
the urine sediment, and little or no physical 
discomfort. 

In the more typical case, the disorder begins 
with evidence of a systemic response to infection, 
characterized by chills, fever, sweats, and malaise of 
varying severity. The fever curve may be the classic 
“hectic” type. There is usually a striking leukocy- 
tosis. Bacteremia, detectable by blood culture, is 
occasionally noted and, if persistent and due to a 
hemolytic organism, may rarely produce some 
anemia. 

Certain associated phenomena, apparently of re- 
flex or toxic nature, are noted; namely anorexia, 
vomiting, and at times abdominal pain and abdom- 
inal distention. When severe, the latter may simu- 
late a paralytic ileus. In fact a so-called “‘pyelitis- 
ileus syndrome” has been described in the liter- 
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ature; it is an extreme form of distention and is 
most common in pregnancy. Ileus was more fre- 
quent in the period prior to effective chemotherapy 
of infections. 

Kidney involvement produces signs and symp- 
toms that commonly help indicate the nature and 
location of the infectious process. Spontaneous pain 
in one or both costovertebral areas and tenderness 
on palpation are most characteristic. These may be 
absent or only elicited by fist percussion over this 
region. One or both kidneys may be enlarged and 
tender. The reason for this is clear from a study of 
Figure 1. At times, the pain of acute pyelonephritis is 
felt in the upper abdomen rather than the back or 
loin. Involvement of the lower ureter may produce 
pain on deep palpation in a lower quadrant, which 
when on the right, confuses this disorder with the 
clinical picture of acute appendicitis. 

The classic urine findings of bacteriuria and 
pyuria are related to kidney involvement. Occasion- 
ally a few red blood cells or a small amount of 
albumin are noted, but these may be absent. 

Cystitis may exist as the only feature of a urinary 
tract infection. It may, however, either precede or 
follow renal infection and may, of course, be absent 
altogether. When present, it accounts for urgency, 
frequency, dysuria, and a low midabdominal dis- 
comfort. Cystitis may account for bacteriuria or 
pyuria independent of renal involvement. The dif- 
ference in the pus cells of the sediment of cystitis 
and pyelonephritis will be commented upon later. 

The infection may spread to other organs, as 
outlined in Table 4. These complications have 
rarely been noted since the introduction of sulfona- 
mides and antibiotics. 

Once the diagnostic possibility of acute pyelone- 
phritis is considered, the studies outlined later 
under “work up” should be instituted. 


Special Types of Pyelonephritis 


Pyelonephritis of Pregnancy. Pregnancy charac- 
teristically produces a dilatation of two to three 
times the usual diameter of the ureters and renal 
pelvis, often commencing as early as the second or 
third month and, although usually bilateral, more 
common or greater on the right side. Both an endo- 
crine mechanism and mechanical pressure of the 
uterus on the ureters appear responsible. These 
physiologic changes render women susceptible to 
urinary tract infections. Bacteriuria is quite com- 
mon during pregnancy, but only 1 to 2 per cent of 
pregnant women are likely to manifest a clear-cut 


pyelonephritis. It has been suggested that any in- 
stance of bacteriuria during pregnancy be treated as 
an active infection even though gross clinical fea- 
tures of pyelonephritis be absent. To some degree 
the immediate post-partum period also increases 
susceptibility to infection. After delivery, atony of 
the upper urinary tract improves, and infections 
often resolve spontaneously or become more readily 
responsive to treatment. 

Pyelonephritis in Diabetic Patients. Patients with 
diabetes mellitus appear to be peculiarly destined to 
develop renal infections, apparently this being one 
form of their enhanced susceptibility to severe in- 
fections in general. The infection often results in 
loss of control of the diabetes mellitus and may lead 
to acidosis or even coma. Robbins and Tucker 
noted that pyelonephritis was four and one-half 
times more common as a cause of death among 
diabetics than nondiabetics. They noted some de- 
gree of pyelonephritis in 20 per cent of diabetic 
autopsies. 

For these reasons physicians should consider any 
instance of acute pyelonephritis in a diabetic as a 
medical emergency, and they should urge imme- 
diate hospitalization so that treatment of the infec- 
tion and regulation of the diabetes can be accem- 
plished under the most favorable circumstances. 

Necrotizing Pyelonephritis. This is a peculiar form 
of severe pyelonephritis in which the renal papillae 
show necrosis and may even slough off. The process 
is usually bilateral and frequently results in rapid 
impairment of urine output. 

In nondiabetics, the disorder commonly follows 
some obstructive difficulty of the lower urinary tract 
which sharply raises the intra-ureteral pressure, 
with resultant interference with blood flow through 
the capillaries of the pyramids. Tissue necrosis fol- 
lows and then may be secondarily infected by an 
ascending or hematogenous route. 

In diabetics, even in the absence of an obstructive 
process, bacterial infection of the kidney may cause 
the lesion. Interstitial edema may compress capil- 
laries in the pyramids, or an infection by a hemoly- 
tic coagulase-positive Staphylococcus aureus may 
destroy capillaries and coagulate blood in a tis- 
sue which lacks the usual neutrophil-polymorpho- 
leukocytic response to infection because of the 
change in environment produced by the diabetes. 

The disease, according to Robbins, Mallory, and 
Kinney, takes two forms. The most common form is 
acute fulminating characterized by a sudden onset 
with a clinical picture of severe generalized infec- 
tion, with involvement of the kidney manifested by 
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pyuria, oliguria, and azotemia, with death in one to 
four days from acute uremia and overwhelming in- 
fection. 

Suspicion of this lesion may be aroused by coma 
in a diabetic patient without ketosis, a rapidly rising 
blood NPN or oliguria in a diabetic with pyuria, or 
failure of a diabetic patient to come out of coma 
when blood sugar and ketosis are corrected. At 
times a papilla sloughs off and enters the ureter 
producing colic and hematuria, which is followed 
after a short period by the aforementioned clinical 
picture. 

The other form is the subacute protracted, charac- 
terized by pyelonephritis of long duration with re- 
missions and exacerbations. Eventually a picture 
similar to the acute fulminating type is superim- 
posed. 

Treatment remains unsatisfactory. Diagnosis is 
often made only at post-mortem or from a surgically 
removed specimen. The need for prompt removal of 
any obstructive factor, as well as control of infec- 
tion, seems fairly clear, if therapy is to be successful. 
The possibility of a coagulase-positive Staphylococ- 
cus aureus or a mixed infection initiating the 
process in a diabetic patient should receive atten- 
tion. 


Sequelae of Pyelonephritis 


The importance of acute pyelonephritis rests less 
in the disability of the initial process than it does 
in the serious sequelae that occur in certain in- 
stances. 

In the acute phase of the disease, one or both 
kidneys may be destroyed by the development of 
pyonephrosis leading to nephrectomy or death. 
The necrotizing form may lead to an infectious or 
uremic death. Rarely the infection may spread 
locally beyond the kidney, or bacteremia may ini- 
tiate metastatic lesions. The additional sequelae 
when the infecting organism can split urea have 
been commented upon previously. 

With subsidence of the acute phase, smoldering 
interstitial infection may persist. This may lead to 
fibrosis, contracture, and loss of renal tissue, even- 
tuating after many years in the contracted kidney 
of chronic pyelonephritis with death due to chronic 
uremia or hypertension. 

For these reasons careful diagnostic evaluation 
and treatment are important when patients are first 
seen. In this way physicians can practice a valuable 
form of preventive medicine not applicable on a 
mass scale by any other means. 


GP ¢ September, 1952 


Study of Urinary Tract Infection 


1. History. When a urinary tract infection is sus- 
pected, the present illness should emphasize the 
symptoms previously discussed under the section 
on the clinical picture. Points of importance in the 
past history concern: (1) a previous attack of acute 
pyelonephritis, (2) history of a lesion capable of 
producing obstruction of the urinary tract, (3) any 
procedure which could have introduced infection 
into the urinary tract (catheterization, instrumenta- 
tion), (4) data concerning pregnancies, (5) ques- 
tions about the status of renal function, (6) presence 
of diabetes mellitus, (7) presence of hypertension, 
and (8) nature of any prior therapy for an infec- 
tious disorder. 

As a rule, the past history often helps differenti- 
ate an initial attack of urinary tract infection from a 
recurrent one. In the latter case the prognosis is 
more serious, a more detailed diagnostic study is 
indicated, and effective therapy will probably be 
more elusive. 

2. Physical Examination. Points in the physical 
examination which help most in properly evaluating 
urinary tract infections include: (1) rectal exami- 
nation (prostate and seminal vesicles), (2) vaginal 
examination (cystocele, pelvic masses, pregnancy), 
(3) abdominal examination (masses, evaluation of 
size of bladder), (4) neurologic examination (any 
disturbance suggesting a neurologic disorder af- 
fecting bladder function), (5) blood pressure (hy- 
pertension), (6) eye grounds, (7) palpation of 
kidneys (ptosis or increase in size), (8) penis 
(stricture). 

3. Blood Chemistry. Any person with urinary tract 
infection deserves at least one blood chemistry for 
evaluation of renal function. Either a blood non- 
protein nitrogen or urea nitrogen is suitable and 
readily available. In the absence of dehydration, 
nonprotein nitrogen retention indicates renal dam- 
age and strongly suggests a prior infection of the 
kidney or that a necrotizing form may be develop- 
ing. A normal value is reassuring and is available 
for future reference. 

The PSP test is also readily performed, but is 
often more trouble to do accurately than a blood 
NPN or urea nitrogen. 

4. White Blood Cell and Differential Count. In the 
presence of an acute pyelonephritis, one commonly 
finds a marked leukocytosis with a decided shift to 
the left of the neutropolymorphic leukocytes and a 
sharp increase in “band” forms. When the infection 
is chronic or limited to the bladder, these changes 


° 


are less often present. The sedimentation rate is 
fast and is more valuable in following the course 
of a chronic infection than in aiding an initial diag- 
nosis. 

5. Urine Examination. If carefully done, this pro- 
cedure often enables the physician to make an 
astute appraisal of the nature of the infection and of 
the adequacy of renal funtion should the other lab- 
oratory procedures outlined in this paper not be 
available. 

Unless urine is properly collected and promptly 
examined, misleading results are common. Satis- 
factory results are possible in the male with a reg- 
ularly voided specimen. Discarding the first por- 
tion of the urine voided and cleansing of the penis 
are necessary to evaluate the sediment properly. It 
is difficult to obtain an adequate urine sample for 
appraisal of the sediment in the female without 
catheterization, again discarding the first portion of 
the collected urine. 

The following items deserve attention in the urine 
test done on persons suspected of urinary tract 
infection. 

(a) Specific gravity. A high value on a single speci- 
men (1.015 to 1.020) strongly suggests adequacy of 
renal function. A low value (1.001 to 1.010) cannot 
be so readily evaluated in a single specimen. 

(b) pH determination. Litmus paper is not satis- 
factory. It is better to use a test paper capable of in- 
dicating the full range of urine pH (pH of 5.0 to 


8.0). Nitrazine Paper is a representative example. 
(c) Albumin test. This may be normal or show 


a 1+ value. 
buminuria. 

(d) Sugar. This test should never be omitted, 
since urinary tract infections are more common and 
more severe in diabetics than in nondiabetics. If 
diabetes is evident, the patient should be treated as 
a medical emergency and hospitalized at once for 
more thorough study and treatment, because of the 
serious import of renal infections complicating this 
disease. 

(e) Sediment examination. Red blood cells are not 
present in pyelonephritis except quite sporadically 
and then in small numbers. A few hyaline casts (in- 
dicating only an albumin matrix) are of no signifi- 
cance. More diagnostic would be pus cell casts. If 
urine is centrifuged slowly the gross sediment 
(cells and casts) is readily brought down. This gross 
concentration of sediment can be placed on a slide 
and the clearer supernatant urine recentrifuged at 
high speed to bring down microérganisms for a 
special sediment study by staining. 


Fever, if severe, may provoke al- 


Pus cells may come from any level of the urinary 
tract but most commonly suggest pyelonephritis 
when present in clumps. Except when the ureter is 
obstructed, they are rarely absent during the acute 
phase of pyelonephritis. Sternheimer and Malbin 
have recently described a stain for use on wet sedi- 
ment. With this procedure they noted large baso- 
philic staining pus cells with cytoplasmic granules 
exhibiting Brownian type movement. These cells 
appeared to indicate the presence of pyelonephritis, 
since they were not noted in lower urinary tract 
infections nor in glomerulonephritis. Limited ex- 
perience with this test at Georgetown University 
Hospital supports the idea that this is a useful test. 
The procedure is simple enough to be adopted by 
all laboratories. 

A careful examination for microérganisms should 
be made of the sediment of urine centrifuged at 
high speed. This is especially true if urine cultures 
cannot be obtained. One portion should be ex- 
amined by the hanging drop technique for motility 
of any organisms present and another portion 
smeared out and stained by the Gram stain tech- 
nique. A rough estimate of the nature of the infect- 
ing organism can often be ascertained from the pH 
of the urine, motility, and the Gram stain (see Table 
5). Likewise some evidence of the intensity of the in- 
fection is afforded by the number of organisms 
noted on the smear. This is a good check on the 
question of contaminants often noted in cultures. 
If examined when fresh, a heavy concentration of 
organisms in the urine indicates active infection and 
not contaminants. 

6. Culture of Urine. When available this valuable 
diagnostic test should never be omitted. Collection 
of the urine must be under sterile precautions. De- 
tails of technique are readily available in standard 
texts. Catheterization of the female will be necessary. 

The price of this diagnostic test is small com- 
pared to the cost of an extra day in the hospital or 
prolonged antibiotic therapy. Most patients will 
readily accept the need for it when the potential 
dangers of urinary tract infections are explained to 
them. Its performance prior to therapy gives a good 
base line for future reference, permits sensitivity 
studies of various therapeutic agents for the par- 
ticular strain of organism isolated, and permits 
evaluation of its urea splitting properties. 

The Infectious Disease Laboratory at George- 
town University Hospital advises collection of urine 
in a sterile test tube which is plugged with sterile 
cotton and promptly brought to the laboratory. 
The supernatant urine is poured off after centrifug- 
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Organisms Motility 


Yes 


E. coli 


Aerobacter aerogenes 


Proteus vulgaris 


B. pyocyaneus 


Colon intermediate Variable 


Paracolon bacillus (intermediate) Yes 
No 
No 


Enterococcus 


Hemolytic Streptococcus 
Staphylococcus No 


Table 5. Usual characteristics of certain organisms responsible for urinary tract infections. 


Gram Stain 


pH Urine Type Organisms 


Negative 
Negative 
Negative 


Negative 


Negative 
Negative Alk. Bacillus 
Positive 


Positive Acid Coccus 


Coccus 


Positive 


*May occasionally split urea and produce an alkaline urine. 


ing for ten minutes at 2,000 r.p.m. Urine sediment 
remaining is inoculated into three media, namely: 
blood agar plate, eosin-methylene blue agar base, 
and brain-heart infusion broth. 

A portion of the sediment is smeared and prepared 
with Gram stain. This is a rough check on the in- 
tensity of infection and presence of contaminants. 

Any bacterial growth is studied and identified by 
usual procedures. Urea splitting property can be 
ascertained if necessary. 

As a general rule a crude but satisfactory check 
on the sensitivity of various therapeutic agents 
against the organism can be rapidly ascertained by 
the disc method. More accurate methods can be 
used as indicated. The final report from the labora- 
tory gives the practicing physician valuable help in 
the handling of any specific problem. 

Study for tuberculosis and various unusual organ- 
isms is indicated when routine urine cultures are 
negative in persons with definite pyuria. 

7. Excretory Pyelogram and K.U.B. plate. Every 
instance of urinary tract infection deserves a mini- 
mal roentgenologic study. Readily available would 
be a flat plate of the abdomen (K.U.B. plate) and an 
excretory pyelogram. These simple studies may 
often obviate the necessity of a more complex 
retrograde urologic evaluation. 

8. Major Urologic Study. Most cases of urinary 
tract infections, particularly initial attacks, can be 
satisfactorily handled without cystoscopic study, 
retrograde pyelogram, and other diagnostic items. 

The decision as to when consultation with a 
urologist is needed is an important responsibility. 
In general, a major urologic investigation is indi- 
cated when an obstructive lesion is noted or strongly 
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suspected, when pyelonephritis is recurrent or per- 
sistent in spite of what seemed an adequate course 
of therapy, when tuberculosis is suspected, when 
infection is due to a mixture of organisms or a per- 
sistent urea splitter, when cultures for usual organ- 
isms are negative in the presence of pyuria, when 
a calculus is present, or when the prostate is en- 


larged. 


Principles of Treatment 


Infections of the upper urinary tract invariably 
indicate involvement of the interstitial substance of 
one or both kidneys. Pyelonephritis should there- 
fore be looked upon as a serious systemic infection, 
and the therapeutic program arranged accordingly. 

It is easier to clear the urine of organisms than to 
control infection in the interstitial substance of the 
kidney. Smaller, so-called “urinary tract infection 
doses” of drugs have no place in the treatment of 
pyelonephritis. The dosage of any sulfonamide or 
antibiotic should be adjusted to maintain a blood 
level that will give a consistently effective thera- 
peutic range within the kidney substance. 

If the infecting organism can be recovered from 
the urine or by blood culture, its specific suscepti- 
bility to various therapeutic agents can be quanti- 
tatively evaluated, so that guess work can be elimi- 
nated in selection of a drug. Response of individual 
strains of organisms to drugs may vary and may not 
follow the expected pattern of the many available 
tables indicating preferred drug for each type of 
organism. Periodic rechecks are often indicated, 
since organisms may develop resistance, or control 
of one member of a mixed infection often permits 


= Acid Bacillus 
No Acid Bacillus 
Yes *Acid Bacillus 
*Acid 
81 
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overgrowth of the other which may require a dif- 
ferent form of therapy. 

Since less drug is needed to sterilize the urine 
than the interstitial substance of the kidney, check- 
up urine cultures during the course of therapy may 
be misleading. Check-up urine cultures can best 
be performed after complete cessation of therapy, so 
that evidence of smoldering kidney infection can be 
better evaluated. It is advisable to recheck the urine 
cultures after several months. A low-grade chronic 
pyelonephritis can exist with but little overt symp- 
tomatology, and may be detectable only on careful 
study of the urine sediment and culture. 

The physician must use his judgment in deciding 
which patients can be treated conservatively with- 
out hospitalization or a major urologic study. In 
general, this category includes initial infections in 
young women, with an acid urine, a negative past 
history, no evidence of renal failure, hypertension, 
or urinary tract obstruction, as well as infections 
which follow catheterization. 

Recurrent or persistent chronic infection or in- 
fection with mixed or urea-splitting organisms; the 
presence of renal failure, calculus, or obstruction; 
occurrence in diabetics or during pregnancy all 
warrant hospitalization for evaluation and treatment. 

As a general rule, renal tract infections secondary 
to some urinary tract obstruction or renal tract dis- 
order will not respond permanently until the under- 
lying factor is surgically corrected, when this is 
possible. 

Many standard texts contain details of the use of 
various urinary antiseptics, sulfonamides, and anti- 
biotics in regard to dosage, schedules, and methods 
of administration, preparations available, contra- 
indications and untoward reactions to be noted. 
Space does not permit a résumé of all these data 
here. Instead, certain points which appear to be 
least understood, as judged by discussion with many 
practicing physicians, will be briefly summarized in 
the following few paragraphs. 

The practice of using penicillin alone in treatment 
of urinary tract infections without urine culture 
studies is illogical, since the majority of infections 
are caused by Gram-negative bacilli for which this 
antibiotic is not the drug of choice. Used in this 
manner, an easily treatable E. coli infection may 
progress rapidly. Penicillin is particularly valuable 
against some strains of staphylococci, but not all, 
and against hemolytic streptococci. It is curiously 
not readily effective against the enterococcus. 

Organisms, initially sensitive to streptomycin, de- 
velop resistance with ease when even minor obstruc- 


tions of the urinary tract are present. This drug is 
of major value when used shortly before urologic 
surgery and after surgical treatment of an obstruc- 
tive lesion. Efficacy is increased by alkalinization of 
the urine except where urine is alkaline from a urea- 
splitter infection. Impaired renal function enhances 
its toxic properties. 

The maximum benefit with streptomycin is com- 
monly limited to a relatively short period (five to 
seven days). Repeated checks for development of 
resistance of the organism are often desirable. It is 
well to remember that this antibiotic may produce 
albuminuria, may increase the number of casts, and 
rarely may cause azotemia. These make evaluation 
of a renal infection more difficult. 

Mandelic acid alone or in combination with meth- 
enamine is effective only at the pH of very acid 
urine and therefore is most effective when only the 
lower urinary tract is involved. Normal renal func- 
tion is required for excretion. It is much less effec- 
tive in the interstitial tissue of the kidney. 

Sulfonamide therapy, if proper precautions are 
used and dangers of sensitivity and toxicity evalu- 
ated, remains a useful tool in treating urinary tract 
infections because of the low cost and effectiveness 
against a wide variety of organisms. The antibacte- 
rial properties of sulfonamide mixtures are additive 
with no change in the solubility for each individual 
component. A lower degree of toxicity has been 
claimed for them. These mixtures are often used in 
place of the standard single sulfonamides. Also 
widely and effectively used for urinary tract infec- 
tion are such newer sulfonamide preparations as 
Gantrisin, Elkosin, Sulamyd—all having high solu- 
bility in urine. 

The armamentarium for treating urinary tract 
infections has been widened even more by the intro- 
duction of such broad spectrum antibiotics as aureo- 
mycin, chloramphenicol, and terramycin. 

Judgment and experience are required to select 
from this large group of therapeutic agents the one 
or the combination best suited to each case. 

While combinations of drugs may be synergistic 
in their action, there is growing evidence that some 
combinations may instead exert an actual adverse or 
mutually antagonistic effect. 

E. coli remains the most susceptible organism and 
responds well as a rule to most sulfonamides and 
antibiotics except penicillin. 

The other common infecting organisms vary 
widely in their response to the available therapeutic 
agents. It is in treatment of this group of organisms 
that the skill of the physician counts most. 
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Chloramphenicol and certain sulfonamides have 
been proposed as the leading choices for the resist- 
ant Proteus vulgaris. Individual strain susceptibility 
is, however, variable. Aureomycin is often the 
choice when Aerobacter aerogenes is encountered. 
Streptococcus fecalis (enterococcus) is a resistant 
organism for which one of the newer broad spec- 
trum antibiotics (aureomycin, chloramphenicol, ter- 
ramycin) is often effective. Terramycin and occa- 
sionally streptomycin are good choices for a B. 
pyocyaneus infection. Penicillin should be tried 
first for the staphylococcus. None of these is abso- 
lute, and results must be carefully evaluated. 


In general, therapy is on a sounder basis if the 
effect of the various agents available is first tested in 
vitro against the specific organism isolated from the 
patient. Regardless of the method of selection of the 
drug (or drugs), ten days of treatment is an arbi- 
trary minimum for acute pyelonephritis, and three 
weeks for recurrent or chronic pyelonephritis. 
Afterward patients should not be considered cured 
unless repeated urine examination and cultures re- 
main negative. 

In terms of eventual prognosis, urine studies after 
treatment are more important than before treat- 
ment. 


Here’s a Helpful Hint... 


AN INEXPENSIVE 


EFFICIENT CATHETER FOR ASPIRATION 


Figure 2. 


SEVERAL special types of catheters are available for satisfactorily clearing the respiratory passages, 
but these special catheters are not always available at the time and place that they are needed and they 


are more expensive than ordinary catheters. 


An ordinary rubber urethral catheter can easily and inexpensively be converted into an efficient 
aspirating catheter by punching two small holes at right angles, and just proximal, to the single large 


hole at the rounded end (Figure 1). 


A regular leather punch (Figure 2) has been found to be the most satisfactory instrument for making 
the proper size holes in the urethral catheter. Since a minimal amount of rubber is removed smoothly, 
the wall of the catheter is weakened to a minimal degree.—Joun W. Penper, Proc. Staff Meet., Mayo 
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Present Status of .... 


Che Management of Burns 


EXPERIMENTAL and clinical studies on the 
treatment of burned patients are being car- 
ried out continuously. McLaughlin and 
Neis have summarized this work and have 
described burn therapy for the three stages 
of treatment; (1) the shock phase, (2) the 
toxic phase, and (3) the convalescent phase. 

The severe shock which characterizes 
burns and lasts from forty-eight to seventy- 
two hours after injury has not been com- 
pletely explained. It is partially due to 
sludging of blood, not only in the burned 
vessels, but also in nearly all the vessels of 
the body, with subsequent thrombosis in 
small vessels. Multiple small emboli of 
sludged masses of cells probably break off, 
contributing to necrosis of the liver, lungs, 
and other organs. Another cause of shock is 
the hemolysis of blood, which may also 
contribute to decreased blood volume. 
Death in the early shock phase is due to 
peripheral vascular collapse brought about 
by conducting heat to the interior of the 
body causing systemic hyperthermia, and 
also to a rapid rise in the serum potassium 
level from potassium released from erythro- 
cytes by the hemolytic process. 

In treating patients for burn shock there 
is not only the problem of plasma loss to be 
considered, therefore, but also that of re- 
placing the circulating volume of cells, 
electrolytes, and water. Such therapy is 
carried out chiefly by transfusions of plasma 
and whole blood. In the early shock phase, 
the administration of intravenous glucose 
and sodium chloride will give only tem- 
porary relief, and plasma should be admin- 
istered as soon as possible. Whole blood 
must be given as soon as it is available, and 
should be given in spite of the presence of 
hemoconcentration. This replaces the cell 


mass lost and prevents the postburn anemia 
seen in the convalescent stage. The authors 
recommend giving 500 cc. of whole blood 
every day for three days, and then as indi- 
cated by the blood picture. Electrolyte so- 
lutions can also be given by mouth, the oral 
administration of sodium chloride with 
sodium bicarbonate tending to overcome 
the great loss of sodium in these patients. 

The local treatment of burns during the 
early stages is of two types: (1) the appli- 
cation of pressure dressings, applied 
smoothly over petrolatum mesh gauze; and 
(2) the open treatment without dressings 
with or without the application of local 
penicillin diluted with lactose. 

The second or toxic phase begins at the 
end of forty-eight to seventy-two hours and 
lasts for approximately five to seven days. 
It carries a distressing mortality. Recently 
the use of cortisone and ACTH has been 
found to be of great value during this pe- 
riod. It is believed that the adrenal glands 
are exhausted, and therefore cortisone is 
more useful than ACTH. It should be ad- 
ministered chiefly during the first ten days 
after injury, since its continued use may 
interfere with the healing of skin grafts. 
With the use of cortisone during this stage, 
however, it has been observed that patients 
become more co-operative, their appetite is 
greatly increased, and there is a dramatic 
rise in caloric intake. 

In the treatment of the third or conva- 
lescent stage, grafting is invariably neces- 
sary in third degree burns of any extent, 
and in some second degree burns accom- 
panied by infection. Grafts should be ap- 
plied as early as possible and are greatly 
aided by adequate serum protein levels (Am. 


J. Surg., 53: 17, 1952). 
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Cips from Other Journals 


Delayed Quinidine Effect 


Tablets of quinidine sulfate can be coated with ma- 
terial that effectively delays absorption of the drug. 
Sampson and co-workers have shown that peak 
plasma levels develop later and significant levels 
last longer than with “uncoated” tablets. These facts 
are pictured in the accompanying diagram which 
was derived from the authors’ data (Circulation, 
1:564, 1950; 5:534, 1952). 

The ‘‘coated” tablets can be given at bedtime to 
patients who tend to have nocturnal paroxysmal 
tachycardia and to patients receiving prolonged 
quinidine therapy. In this way it becomes unnec- 
essary to awaken patients for nocturnal doses. The 
“coated” tablets also are less irritating to the 
stomach and can be tolerated by patients who vomit 
from taking plain tablets. 


Serum Amylase in Acute Pancreatitis 


SERUM amylase levels may fluctuate considerably 
during the course of acute pancreatitis, according 
to Olander and co-workers (Surg., Gynec. ¢ Obst., 
94: 334, 1952). Therefore, when this diagnosis is 
suspected, serum amylase measurements should be 
made serially. Occasionally the amylase values re- 
main above normal for long periods of time. The 
authors report five such cases. 


Intussusception in Adults 


WHILE intussusception in children is frequently 
primary or without any apparent cause, this condi- 
tion in adults is usually secondary to some disease 
of the intestine, according to a recent report by 
Brown and Michels (Surgery, 31:538, 1952). In a 
study of fifteen adult cases, they found that intus- 
susception was primary in only one, while in eight 
it was secondary to a malignant tumor, and in six 
to a benign tumor. Of the malignant tumors, six 
were carcinomas and two were sarcomas, and of the 
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benign tumors, five were lipomas and one a large 
papilloma of the cecum. 

Clinical features of intussusception include: 
(1) abdominal cramps, (2) vomiting, (3) a palpable 
mass, and (4) the passage of blood by rectum. In 
adults the presence of a mass and vomiting were 
found less commonly than in children. The clinical 
picture was that of recurring bouts of intestinal 
obstruction, with an average duration of symptoms 
of eight months. The diagnosis was frequently diffi- 
cult because of its promiscuity and the fact that the 
symptoms were intermittent. Two of the patients in 
this series had had appendectomies performed else- 
where a few months before their admission to this 
hospital. Diagnosis was aided by barium enema 
x-ray studies which characteristically revealed a 
“coiled spring” appearance, and occasionally other 
findings including absence of the normal gas pat- 
tern on a flat film, or a narrow column of barium in 
the intussuscepted segment suggesting the “string 
sign” of regional ileitis. 
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Treatment in adult patients is surgical, and re- 
duction by conservative means such as hydrostatic 
pressure is not effective because of the presence of 
underlying disease or tumor. Resection with pri- 
mary anastomosis, or obstructive resection was per- 
formed in all the patients except one in whom a 
lipoma was excised. The authors emphasized the 
importance of the secondary character of this con- 
dition in its diagnosis, and the advisability of surgi- 
cal intervention in almost all cases. 


Electrolyte Metabolism with Rice Diet 


PescuEL and Peschel point out that one of the main 
characteristics of the “rice diet” is an extreme 
restriction of the sodium and chloride intake (Arch. 
Int. Med., 89:234, 1952). One of the objections to 
this diet is that the change in supply of electrolytes 
might influence maintenance of the concentration 
of serum electrolytes. These authors studied the 
sodium, potassium, total base, chloride, and bi- 
carbonate levels in eighty consecutive patients hav- 
ing hypertensive vascular disease without gross 
evidence of advanced renal involvement. 

A moderate drop in chloride and a corresponding 
increase in bicarbonate occurred during the first 
weeks of treatment. Sodium, potassium, and total 
ionic concentrations were maintained. Although the 
strict “rice diet” can usually be given without 
danger of serum electrolyte disturbance to patients 
with good renal function, about 5 per cent of such 
patients do acquire serious electrolyte disturbances. 
The difficulties include hyponatremia, hyperpotas- 
semia, and hypochloremia. 


Postdiphtheritic Polyneuritis 


In a review of fifty-three cases of postdiphtheritic 
polyneuritis, Madelaine Ray Brown found the 
course to be remarkably constant (Ann. Int. Med., 
36:786, 1952). She summarized the course as fol- 
lows: “There is a weakness of the palate about ten 
days following the acute infection. About four to 
five weeks later the patient experiences numbness 
and tingling of the arms and legs, and the deep 
reflexes cannot be obtained. Seven to eight days 
after these symptoms, peripheral sensory loss and 
weakness of the extremities and even of the trunk 
muscles follow. At the same time, other cranial 
nerve palsies develop in about two-thirds of these 
patients. The nerves to the eye muscles are par- 
ticularly susceptible to the diphtheria toxin. 

“The spinal fluid exhibits the Guillain-Barré 


syndrome of an increase in protein without an 
increase in cell count more consistently than does 
the disease described by Guillain and Barré them- 
selves.” 


Cardiac Asthma 


PROLONGATIONS of arm-to-tongue and arm-to-lung 
circulation times are a valid basis for differentiating 
cardiac asthma from bronchial asthma, in the opin- 
ion of Schuman and Simmons (Ann. Int. Med., 
36 :864, 1952). They also believe that the manner of 
response to intravenous aminophylline is another 
means for retrospective differentiation of these two 
causes for dyspnea. They found that the response 
was almost invariably good in cases of bronchial 
asthma when 0.5 Gm. of aminophylline was injected 
slowly by vein. On the other hand, the drug rarely 
gave benefit to patients having cardiac asthma. 


Measurement of Biliary Duct Pressures 


ALTHOUGH most obstructive lesions of the biliary 
system can be recognized by cholangiography, or by 
palpation or visual examination of the gallbladder 
and ducts at operation, certain functional disorders 
due to spasm of the sphincter of Oddi are more dif- 
ficult to recognize. Mester and his co-workers have 
recommended the determination of manometric 
pressures in the gallbladder and cystic and common 
ducts as an aid to the recognition of such disorders. 
Physiologic saline solution is injected repeatedly in- 
to the biliary system, and pressure quickly becomes 
stabilized after each injection. However, if ab- 
normal spasm of the sphincter exists, or if a calculus 
is blocking the lower end of the common duct, the 
intraductile pressure rises after each injection and 
remains elevated. 

Abnormal hypertension shown by manometric 
examination provides only a warning that obstruc- 
tion exists in the duct, but does not give its cause. 
Within the limit of its usefulness, the author be- 
lieves that this method deserves an independent 
place in diagnostic procedures for the biliary system, 
especially indicated for cases in which operative 
cholangiography cannot be practiced (J. Internat. 
Chir., 12: 20, 1952). 


Plasma Cell Mastitis 


PrasMA cell mastitis is a rare condition of the 
breast, apparently inflammatory but of unknown 
etiology. Its symptoms and signs are so similar to 
carcinoma that it may be mistaken for malignancy, 
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according to a report by Manoil (Am. J. Surg., 
83:711, 1952). This condition, which may be in- 
distinguishable from plasmacytoma, is likely to 
recur locally, and even distant metastases have 
been reported. 

The course of the disease is marked by two 
stages: (1) an inflammatory phase characterized by 
local pain and tenderness, and (2) a chronic phase 
following subsidence of the inflammatory reaction, 
evidenced by a hard, fixed nontender mass. Edema 
is frequently present in the overlying skin and gives 
a “peau d’orange” appearance. The nipple may be 
retracted and may be the site of watery or creamy 
discharge. Large, tender, firm nodes are usually 
present in the axilla. Microscopically, the breast 
reveals marked infiltration by plasma cells and giant 
cells, giving the lesion a resemblance to tuberculous 
mastitis. 

In treatment, it is essential to remove all affected 
tissues to prevent recurrence, and since regional 
glands and surrounding tissues may be involved, 
radical mastectomy is the treatment of choice. The 
author emphasized the importance of a careful 
follow-up of all cases to detect possible recurrences 
or metastases. 


Rate of Uptake 


IN HYPERTHYROIDISM the thyroid gland not only 
takes up more radioactive iodine than normal, but 
the uptake is faster. Thus Bauer has recently re- 
ported that in all patients studied, more than two- 
thirds of the total I'*' accumulated in twenty-four 
hours was present in the gland within six hours. 
When these patients were restored to a euthyroid 
state by means of medical or surgical therapy, the 
maximum amount of I'* picked up by the thyroid 
returned to normal. However, the rate of accumula- 
tion by the thyroid remained rapid (Am. J. M. Sc., 
223: 495, 1952). 


Fever in Endometriosis 


ALTHOUGH much has been written in recent years 
about endometriosis, fever is seldom mentioned as 
part of the clinical picture, according to Forman 
(Am. J. Obst. et Gynec., 63:634, 1952). He found 
that it is not a common symptom but that it was 
occasionally present. He concluded that fever, in a 
patient suspected of having endometriosis, should 
not prejudice the physician against that diagnosis. 
Pelvic pain and fever do not necessarily mean pelvic 
inflammatory disease. They may be due to pelvic 
endometriosis. 
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Streptomycin in Tuberculous Pericarditis 


THE prognosis of tuberculous pericarditis is ex- 
tremely grave because of the development of cardiac 
compression or because of widespread hematog- 
enous dissemination of tubercle bacilli occurring 
within a few months of the onset of pericarditis. 
Myers and Hamburger report three patients with 
tuberculous pericarditis successfully treated with 


streptomycin (Am. J. Med., 12: 302, 1952). 


Effect of Posture on P-R Interval 


In a study of thirty-one patients who had an AV 
conduction disturbance, Scherf and Dix showed 
that changing the patients from the recumbent to 
the upright position often restored the P-R interval 
to normal. The mechanism for this effect was un- 
certain (Am. Heart J., 43:494, 1952). 


Malnutrition Secondary to Bronchorrhea 


Many factors may contribute to the development of 
severe malnutrition in patients having serious pul- 
monary diseases. A factor easily overlooked is the 
loss of water, electrolytes, and protein in excessive 
bronchial secretions. 

Levinsky and Kern have recently reported a case 
in which severe electrolyte and protein depletion 
was due entirely to extreme bronchorrhea second- 
ary to pulmonary adenomatosis. Lesser degrees of 
depletion are possibly more common than is usually 


appreciated (Am. J. M. Sc., 223: 512, 1952). 


Pregnancy and Genital Tract Malformation 


Fenton and Singh have analyzed an experience 
with 146 pregnancies in sixty-two patients having 
congenital malformation of the uterus and vagina. 
Malformations were of the types resulting from 
incomplete fusion of the Miillerian ducts—various 
degrees of division of the uterus or vagina, such as 
bicornuate uterus, septate vagina, etc. 

The authors emphasized that early diagnosis 
of malformations is important, because a high 
incidence of abortions and other obstetric complica- 
tions calls for special management of these patients. 
During labor they must be closely observed because 
the likelihood of weakened uterine musculature 
presents such threats as rupture of the uterus, 
uterine tetany, uterine inertia, post-partum hemor- 
rhage, and post-partum uterine atony. In cases 
of vertex presentitions with an adequate pelvis, 
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delivery may be allowed to proceed in a normal 
manner. With breech or transverse presentations, 
fetal mortality is so high that Cesarean section 
should be selected. Also, the authors concluded, 
“Operative procedures requiring high and mid- 
forceps and version and extraction are to be whole- 
heartedly deprecated and condemned for they carry 
a high fetal mortality” (dm. J. Obst. & Gynec., 
63 :744, 1952). 


Catabolic Phase of Poliomyelitis 


LikE many other infectious diseases, acute anterior 
poliomyelitis is characterized by an initial catabolic 
phase. Bower, Morgan, and Chaney have shown 
that the duration and intensity of this phase are 
proportional to the eventual severity of muscle 
paralysis, and therefore have an important prognos- 
tic significance. The acute catabolic phase is marked 
by excretion of large amounts of nitrogen and 
potassium in the urine and by a rapid drop in serum 
albumin. In severe cases, losses of nitrogen in the 
urine reach a peak around the twelfth day of illness 
and average 42 Gm. a day. At any time during the 
course of the illness, complications may renew or 
intensify tissue destruction. 

These phenomena have therapeutic as well as 
prognostic implications. An abrupt drop in serum 
albumin may precipitate shock. Infusions of serum 
albumin or irradiated human plasma are valuable 
for prevention or treatment of this effect. Ab- 
normally low serum potassium may be prevented by 
administration of about 3 Gm. of potassium daily. 
This amount is safe unless shock has reduced 
urine flow—a circumstance favoring hyperpotas- 
semia. Excessive sodium intake should be avoided 
because it may predispose to further lowering of 
serum potassium. Average daily requirements of 
sodium during the acute catabolic phase approxi- 
mate 3 Gm. (Am. J. M. Sc., 223:532, 1952). 


Patent Ductus Arteriosus 


GENERALLY speaking, operations for the correction 
of patent ductus arteriosus have been performed 
mainly in older children and adults. The optimal 
time for surgical treatment has been stated to be 
between the ages of 5 and 12 years. There has been 
a tendency to refrain from operating on children 
less than 5 years old, and there were two reasons for 
this policy. First, the difficulties of establishing the 
diagnosis during infancy and early childhood have 
been emphasized. Second, the risk of operation 


was thought to be greater. Recently, Ziegler has 
reviewed his experience with twenty-two cases of 
patent ductus arteriosus in patients from 6 weeks to 
3 years old (Am. Heart J., 43:553, 1952). 

Three points are demonstrated by this author’s 
experience. First, a diagnosis of patent ductus 
arteriosus can be made at any age, when cardiac 
catheterization and angiocardiography are a part 
of the clinical study. Often enough the physical 
and radiologic findings are sufficient for the diag- 
nosis even during infancy. Second, the risk of 
surgery in these young patients is not prohibitive. 
The author has now operated successfully on 
twenty-two such patients with no mortality. Third, 
in some infants the need for surgery is the prime 
consideration. Ziegler lists the following principal 
indications for operation: (1) growth failure; (2) 
cardiac enlargement; (3) any evidence of cardiac 
failure; (4) significant degree of pulmonary arterial 
hypertension; (5) complicating, subacute bacterial 
endarteritis; (6) any evidence of a ductus shunt of 
large size; (7) aneurysm of the ductus; (8) pro- 
phylaxis against thrombosis or rupture of the 
ductus. 


Lymphopenia in the Acute Abdomen 


Hirst and Johns have restudied the effect of acute 
abdominal disorders on the lymphocyte count. An 
earlier report by another author had implied that 
lymphopenia distinguishes acute pancreatitis from 
other conditions with which it might be confused. 
The present study refutes this. It was found that 
lymphopenia was not unique to pancreatitis. It also 
developed in such conditions as acute appendicitis, 
perforated peptic ulcer, dissecting aneurysm, and 
acute cholecystitis. 

The authors concluded that, although lympho- 
penia had little diagnostic value, it had some prog- 
nostic significance. Generally speaking, lympho- 
penia was an unfavorable sign, and a return of the 
blood lymphocytes toward normal in any acute 
condition suggested a good prognosis (Am. J. M. 
Sc., 223 :548, 1952). 


Cancer of the Uterine Cervix 


AT THE present time, total hysterectomy is more 
often performed than it used to be for treatment of 
uterine myoma or prolapse. Consequently, every 
once in a while, the pathologist’s report discloses a 
previously unsuspected cancer of the cervix. Finn 
has reported an experience with twenty-one such 
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cases, accumulated in a five-year period, and has 
discussed what should be done postoperatively. For 
the patients reported to have Stage O cancer, noth- 
ing additional was done; hysterectomy seemed to be 
adequate treatment. Patients with Stage I cancer 
were given postoperative x-ray treatment. In dis- 
cussing Finn’s paper, others questioned the need for 
x-ray irradiation in these patients (Am. J. Obst. & 
Gynec., 63:717, 1952). 


Retinal Vein Thrombosis 


Turomsosis of a central retinal vein causes sudden 
impairment of vision in the affected eye. The retinal 
veins look engorged by comparison with the normal 
eye, and numerous hemorrhages appear in the 
retina. Permanent loss of vision and secondary 
glaucoma are common sequels. 

Recently, Duff, Falls, and Linman evaluated the 
results of anticoagulant therapy for this condition. 
They reported that such treatment improved the 
prognosis for visual acuity and lowered the in- 
cidence of secondary glaucoma. However, almost 
30 per cent of patients treated with anticoagulants 
did not have an improvement of vision, or they even 
grew worse. It seemed that a short term of in- 
tensive treatment with heparin was just as effective 
as longer treatment with Dicumarol (Arch. Ophth., 
46:601, 1951). 


Treatment of Aneurysms 


Diceryt phosphate injections cause fibroplasia with- 
out necrosis of tissues and without toxic effects. 
Berman and Hull have used the compound for the 
purpose of inducing a fibroblastic response around 
aortic aneurysms. In this way the likelihood of 
rupture or dissection of the aneurysm is reduced. 
The new substance seems to be a valuable adjunct to 
older methods such as cellophane wrapping, wiring, 
or partial ligation (Surg. Gynec. ¢ Obst., 94:543, 
1952). 


Morbidity After Cesarean Section 


AUREOMYCIN was given prophylactically to one 
hundred consecutive patients undergoing Cesarean 
section at Charity Hospital, New Orleans. Each 
patient received three 500 mg. intravenous doses 
of the drug in infusions (at the time of operation, 
twelve hours and twenty-four hours postopera- 
tively). Beacham, Turner, and Beacham believed 
that this method significantly reduced postoperative 
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morbidity, although they admitted that statistical 
proof was not possible because other variables could 
not be controlled (Am. J. Obst. e Gynec., 63:818, 
1952). 


Training for Childbirth 


WHEN women were specially trained for childbirth, 
Miller, Flannery, and Bell found that they had 
shorter safer labors, felt better during pregnancy 
and especially after delivery, and delivered healthier 
babies. These results were obtained in 450 private 
patients who attended four two-hour classes on 
exercises, education, and relaxation. The classes 
were patterned on the methods of Grantly Dick 
Read and of the Grace Hospital, New Haven. In 
support of their methods, the authors argued that it 
is as illogical to omit preparation of a pregnant 
woman for the muscular effort of childbirth as to 
“expect an athlete to take part in a tournament with- 
out training in his particular field” (Am. J. Obst. & 
Gynec., 63 :792, 1952). 


Methods for Liver Biopsy 


Kem and co-workers compared two methods for 
obtaining liver biopsies: the Vim-Silverman needle 
punch biopsy and a technique using peritoneoscopic 
biopsy forceps. They found that the forceps 
technique was much superior, and speculated that 
the considerable difference of opinion about whether 
histologic pictures correlate with liver function 
tests may be explained by the fact that needle 
biopsies are often inadequate (Ann. Int. Med., 
36:1278, 1952). 


Pulmonary Infiltration with Eosinophilia 


Putmonary infiltration with eosinophilia occurs 
under a variety of conditions, according to 
Reeder and Goodrich. They recommend that we 
discard older terms (Loeffler’s syndrome, tropical 
eosinophilia) for this syndrome, replacing them 
with a descriptive name accompanied by any other 
modified diagnosis. Example: PIE syndrome; 
bronchial asthma. Conditions which may attend 
PIE syndrome include bronchial asthma, hay fever, 
angioneurotic edema, eczema, migraine, serum sick- 
ness, rheumatic fever, rheumatoid arthritis, poly- 
arteritis nodosa, and parasitic infestations. PIE 
syndrome responds favorably to ACTH or cortisone, 
but the final outcome in an individual case depends 
on the character of any associated condition (Ann. 
Int. Med., 36 :1217, 1952). 
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Cortisone Plus Gold for Arthritis 


On THE basis of their experience with a relatively 
small group of patients with active chronic rheuma- 
toid arthritis, Thompson and Rowe believe that 
concurrent administration of gold and cortisone 
has several therapeutic advantages. The combina- 
tion of drugs appeared to be definitely superior to 
the use of cortisone alone. A few patients showed 
prompt remissions which were sustained after 
cortisone was stopped. 

Theoretically the administration of cortisone re- 
duced the likelihood of reactions to gold therapy in 
those patients who had previously shown an in- 
tolerance for the latter drug. When cortisone was 
used along with gold, the promptness of improve- 
ment of functional capacity made possible an earlier 
institution of rehabilitative procedures than in cases 
treated only with gold. In patients who showed a 
good response to chrysotherapy, cortisone of course 
could be discontinued (Ann. Int. Med., 36:992, 
1952). 


Anoxemia Test 


THE prognostic significance of the anoxemia test 
in coronary heart disease has been evaluated by 
Mathers and Levy by means of a follow-up study of 
254 patients. Essentially it was found that a positive 
test implies poor ultimate prognosis with respect to 
longevity. The authors emphasized, however, that 
these statistical data could not be applied to in- 
dividual cases, and concluded “that, within wide 
limits of probability, the fate of the patient with 
coronary heart disease is unpredictable” (Am. 
Heart J., 43 :546, 1952). 


Tracheoesophageal Fistula 


AcquireD fistula between the esophagus and the 
respiratory tract is usually caused by esophageal 
or bronchiogenic carcinoma. These cases are 
usually hopeless. However, in his recent review of 
the subject, Mellins emphasized that other causes 
of fistula may be amenable to medical or surgical 
treatment—including trauma, esophageal diverticu- 
lum, tuberculosis, and syphilis. 

Diagnosis of tracheoesophageal fistula is almost 
certain when a patient complains of a sudden 
strangling sensation a few seconds after swallowing 
food or drink, and then has a severe paroxysm of 
coughing, during which some of the ingested ma- 
terial may be coughed up. The brief pause between 
swallowing and strangling distinguishes fistula from 


conditions in which material spills directly into the 
larynx. In the latter circumstance, choking is likely 
to begin with swallowing. Chronic cough and re- 
current respiratory infections are common. Other 
symptoms depend mainly on the nature of the 
cause. Diagnosis is confirmed by instilling iodized 
oil into the esophagus and later showing by x-ray 
study that the oil has entered the trachea directly. 
Endoscopic examinations are also useful, especially 
for purposes of exact etiologic and anatomic 
diagnosis (New England J. Med., 246:896, 1952). 


Obesity and Arteriosclerosis 


Usine an ultracentrifuge, Gofman and others have 
proved a relationship of atherosclerosis to certain 
classes of lipoproteins and have shown that obesity 
is also correlated with increased amounts of some of 
these same lipoproteins. From these facts they 
conclude that obesity and atherosclerosis are re- 
lated. Whether or not this conclusion is valid, their 
recommendation is acceptable: fat people should 
lose weight. Incidentally, weight reduction of 
obese people significantly lowers the blood content 
of the lipoproteins in question. Gofman believes 
that this supports the idea that control of obesity 
may diminish atherosclerotic potentialities (Circula- 
tion, 5:514, 1952). 


Pericardial Tamponade 


EXPERIMENTAL studies on pericardial tamponade 
by Metcalfe and co-workers have demonstrated that 
as pressure increases within the pericardial cavity, 
cardiac output progressively declines. The mechan- 
ism for the decrease in cardiac output is not pre- 
cisely known. It may be due to the lessened gradient 
for venous inflow into the auricles, or to changes in 
resistance to flow within the heart. As cardiac out- 
put declines and finally ceases, blood is redistributed 
within the vascular tree until the pressures are 
identical in all segments of the tree. Obviously, 
at this point blood ceases to flow (Circulation, 
5:518, 1952). 


Total Gastrectomy 


AFTER evaluating the late results of total gastrec- 
tomy for cancer of the stomach, ReMine and 
Priestley concluded that the amount of stomach 
removed is less important than whether the seg- 
ment removed contains all the carcinoma. Of 
paramount importance, in their opinion, is the use 


GP e Volume VI, Number 3 


a 
: 


of a surgical method that insures wide resection of 
all possible routes for extragastric spread. 

In this study, thirteen patients had survived 
for five years or longer after total gastrectomy. 
About half the patients could work full time; about 
one-quarter, part time; and the remainder, not at 
all. Inability to work full time was attributable to 
easy fatigability, “dumping” symptoms, or esopha- 
gojejunal stricture. About two-thirds of the patients 
had regained their preoperative weight. All of 
them tended to become anemic unless they were 
given iron or some other form of treatment. There 
was no instance of anemia similar to pernicious 


anemia (Surg. Gynec. @& Obst., 94:519, 1952). 


Intra-Arterial Histamine Injections 


Drxon, Scott, and Epstein injected histamine re- 
peatedly into the arteries of seven men suffer- 
ing from intermittent claudication due to oblitera- 
tive peripheral arterial disease. Each injection con- 
sisted of 3 mg. of histamine diphosphate in 500 cc. 
of saline. The usual schedule was two injections a 
week for three weeks, then one injection a week 
until the patient’s walking tolerance appeared to 
have stabilized. Walking tolerance was definitely 
increased in all but one patient, and the improve- 
ment usually appeared by the time of the sixth 
injection, 

The authors believe that intra-arterial histamine 
opens up arteriovenous shunts in the involved 
extremity, and that these shunts stimulate develop- 
ment of a collateral circulation (Circulation, 5:661, 
1952). 


Carcinoma of the Penis 


ALTHOUGH it has long been recognized that cir- 
cumcision in infancy prevents carcinoma of the 
penis, Bassett has demonstrated that this operation 
in adult life does not necessarily give such pro- 
tection. In a series of seventy-eight cases of cancer 
of the penis, three occurred in men who had been 
circumcised in later life. Although the average age 
was 62.6 years, the disease was five times more com- 
mon in colored patients than in white, and there was 
a conspicuously higher frequency in young colored 
individuals. Twenty-three of the seventy-eight 
patients in this group gave some history of venereal 
infection, but the author doubted that there was any 
causal relationship. He expressed a belief, how- 
ever, that poor hygiene in the uncircumcised 
probably predisposes to both venereal disease and to 
carcinoma. 
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The common histologic picture was that of 
epidermoid carcinoma, although melanoma, basal 
cell carcinoma, and adenocarcinoma have been 
reported by other authors. Lesions of the prepuce 
showed a greater tendency to infiltrate, whereas 
tumors of the glans were more often fungating. The 
infiltrating type of tumor seemed more likely to 
metastasize. The malignancy of all tumors was 
graded, but there was little difference in metastases 
among the different grades, and therefore no 
variation in treatment. Distant metastases were un- 
common. Spread of the tumors was chiefly by 
lymphatic channels, and 33 per cent of the patients 
had proven groin metastases. Only one patient 
with groin metastases has lived for five years after 
treatment. 

The author recommended partial amputation of 
the penis as the treatment of choice, with biopsy 
of any questionable inguinal nodes and groin dis- 
section if they prove to contain metastases (Cancer, 
5:530, 1952). 


Tuberculous Meningitis in Children 


Tue mortality of streptomycin-treated tuberculous 
meningitis is much higher among adults (75 to 90 
per cent) than among children (about 25 per cent). 
However a large number of surviving children are 
left with serious neurologic disorders. These dis- 
abilities result from permanent damage to brain and 
spinal cord. According to Ravreby, Caron, and 
Georgantas, the neurologic sequelae can be reduced 
to a minimum if adequate treatment is started early 
enough. These authors also conjecture that tuber- 
culous meningitis in children may be largely pre- 
ventable, if all children having a progressive primary 
tuberculous complex are treated with antituber- 
culosis drugs (New England J. Med., 246:883, 
1952). 


Dystrophy of the Fifth Finger 


ATTENTION has been called to a rare deformity of 
the fifth finger, which on superficial examination 
resembles the clubbing seen in all fingers in patients 
having chronic lung disease. It is accompanied, 
however, by a characteristic flexion deformity and 
radial deviation of the terminal phalanx. In a 


group of four cases reported by Wilson, the age of 
onset was usually between 8 and 12 years, with a 
history of gradual appearance of the deformity over 
a period of six to twelve months. In one case a 
family tendency was reported but could not be 
confirmed. 


X-ray findings were characteristic, 


: 
a: 
ty 
Ae 
ee 
° 
91 


showing sclerosis of the metaphysis of the terminal 
phalanx of the fifth finger and slight cupping of the 
epiphysis. 

Although the cause of the condition is unknown 
it might possibly be of congenital origin. The 
author expressed the opinion, however, that be- 
cause of its radiographic appearance the lesion is 
probably due to osteochondritis, similar to that 
seen in the navicular bone. Two causative factors 
were suggested; first, the long flexor being a more 
powerful muscle than the extensor may cause an- 
terior bending during the active phase of the 
osteochondritis; and second, the natural position 
of the fully flexed little finger lends itself both to 
radial and to anterior deflection. No treatment was 
suggested (J. Bone e> Joint Surg., 34B: 236. 1952). 


Castration for Breast Cancer 


ACCORDING to an investigation by McManus and 
Sommers, the influence of castration on breast 
cancer depends upon the local conditions of the 
ovaries. In a series of thirty-one women, 72 per 
cent showed ovarian cortical stromal hyperplasia, 
and the palliative effect of castration was remarkably 
better for these patients than in the 28 per cent 
whose ovaries did not show hyperplasia (New Eng- 
land J. Med., 246:890, 1952). 


Comparative Value of Invert Sugar 


ALTHOUGH reports by some authors have seemed 
to indicate that invert sugar, administered intra- 
venously, is utilized more completely by the body 
than glucose, Smith and his associates have not 
been able to confirm these findings. Intravenous 
infusions of 10 per cent invert sugar were given to 
a group of patients, and the amount of retained 
sugar was compared with a similar group in whom 
10 per cent glucose was used. The patients studied 
had an apparently normal state of nutrition at the 
beginning of the experiments, and glucose tolerance 
tests had shown no abnormalities. The rate of 
infusion varied from two to six hours. 

Although there was considerable variation in the 
amount of excretion of reducing sugar in both 
groups, the retention of glucose was significantly 
greater than that of invert sugar. When the dura- 
tion of the infusion was prolonged, larger amounts 
of both types of sugars were utilized. When in- 
fusions were of two hours’ duration, 13.04 Gm. 
more of reducing sugar appeared in the twenty-four- 
hour urine excretion in the group receiving invert 


sugar than in that receiving glucose. Similar com- 
parative values were found in those patients to 
whom the infusions were given over longer periods 
of time. Concomitant oral feedings did not appear 
to alter these results. Because of these experiments, 
the authors expressed doubt that invert sugar is as 
well utilized by humans as is glucose (Surgery, 31: 
720, 1952). 


Veratrum for Toxemias of Pregnancy 


Injections of a purified extract of Veratrum effec- 
tively contro] hypertensive toxemias of pregnancy, 
according to Finnerty. The injections can be given 
intravenously when the hypertension is critically 
severe (eclampsia), or intramuscularly for less se- 
vere cases (pre-eclampsia). The purified extract of 
Veratrum causes a uniform response, so that the 
author has been able to standardize dosages and 
greatly simplify the management of these toxemias. 
He emphasizes that it is important to adhere strictly 
to the principles of dosage that he has worked out in 
detail. 

In Finnerty’s patients, the only toxic effect of the 
drug was vomiting; this occurred in 16 per cent of 
the cases and was readily controlled by moderate 
doses of pentobarbital sodium given intravenously. 
The good effect of the Veratrum preparation was 
gauged by its influence on patients’ blood pressures, 
but as hypertension came under control, other man- 
ifestations of toxemia subsided. The control of tox- 
emia of pregnancy without the use of large doses of 
sedatives was a great advantage—improved the out- 
look for the fetus and permitted the patient to take 
nourishment by mouth and to keep her physician 
informed of any untoward symptoms. Results in the 
114 cases were graded as follows: excellent, 92; 
good, 18; fair, 3; poor, 1. There were no maternal 
deaths and only two fetal deaths in the series (New 
England J. Med., 246: 646, 1952). 


Procaine Amide 


ProcalnE amide (Pronesty]) is far superior to pro- 
caine in the control of ectopic ventricular tachy- 
cardia accompanying acute myocardial infarction. 
This conclusion was reached on the basis of experi- 
mental studies in dogs by Harris and associates. It 
was also learned that it was not necessary to stop all 
ectopic activity to prevent death in these severe ven- 
tricular tachycardias. It is highly probable that 
these results are directly applicable to problems of 
human disease (Circulation, 5: 551, 1952). 
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Induration of Corpora Cavernosa 


Q. | have a patient, age 40 years, with Peyronie’s disease. He has 
been under treatment for one year plus with no results. The treat- 
ment was advised by a specialist in that field. The patient now re- 
quests my opinion regarding the future. Please assist me with 
prognosis and advise. 


A. Peyronie’s disease is ordinarily a harmless, 
if annoying, ailment. It consists of a plaque of 
fibrous tissue, occasionally calcified, on Buck’s 
fascia penetrating the tunica albuginea of the 
corpus cavernosa and extending for a variable 
distance into the spongy tissue, as a result of which 
erection is interfered with. It is usually painful at 
onset, but this pain ordinarily disappears after a 
fairly short period, say about three or four months, 
and most patients get along perfectly well only with 
reassurance. Dr. Miley Wesson of San Francisco 
has advised daily treatments with short-wave dia- 
thermy, but this is a tedious and not very promising 
business. W. W. Scott of Baltimore has recom- 
mended the administration of 100 mg. of synthetic 
alpha tocopherol daily over a period of a year or 
more, drawing an analogy between this condition 
and Dupuytren’s contracture of the palmar fascia. 

I have been inclined to place most dependence 
on reassurance and observation. 


Physician's Moral Obligations 


Q. A child, age 7, was given x-ray for eczema of the hand and arm 
1% years ago. The physician has continued to treat it as “eczema.” 
The family became discouraged and consulted me. The child had 
obviously post x-radiation dermatitis of severe degree. What are 
my moral and ethical obligations? What shall | tell the family? 


A. In a case of this kind, there are always indi- 
vidual considerations that influence the answers to 
questions like the ones you ask. In the space avail- 
able, it would be impossible to discuss all the rami- 
fications for a situation like yours. In the end, you 
have to devise your own answer anyway. 
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You may be helped to find an answer to your 
questions by reading the following extracts from 
Principles of Medical Ethics of the American Medical 
Association. 

1, A physician should not take charge of, or pre- 
scribe for another physician’s patient during any 
given illness (except in an emergency) until the 
other physician has relinquished the case or has 
been formally dismissed. 

2. When a physician does succeed another physi- 
cian in charge of a case, he should not disparage, by 
comment or insinuation, the one who preceded him. 
Such comment or insinuation tends to lower the 
confidence of the patient in the medical profession 
and so reacts against the patient, the profession, and 
the critic. 

3. Whenever there arises between physicians a 
grave difference of opinion, or of interest, which 
cannot be promptly adjusted, the dispute should be 
referred for arbitration, preferably to an official 
body of a component society. 

In the final analysis, you probably believe that the 
physician who previously treated your patient has 
been guilty of an error of judgment. A moment’s re- 
flection will recall to your mind examples of similar 
errors on your part. So, it is proper to end this dis- 
cussion with a quotation from “Duties of Doctors to 
Each Other” in the International Code of Medical 
Ethics of the World Medical Association. 

**A doctor ought to behave to his colleagues as he 
would have them behave to him.” 


Significance of Fatigue 


Q. What is the treatment for the chronically tired patient with no 
other symptoms? All laboratory work and physical findings are 
negative. What suggestive leads can you offer? 


A. One of the commonest causes of fatigue is 
emotional conflict of which the patient may be to- 
tally unaware. Therefore, once you are satisfied that 
there is no organic disease or that the fatigue is out 
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of proportion to any organic disease that may be 
present, it becomes necessary to approach the prob- 
lem from an emotional standpoint. Encouraging the 
patient to talk about himself as a person rather than 
just as a medical case may help somewhat. If not, 
referral to a psychiatrist may be necessary. 


Surgery for Mitral Stenosis 


Q. A 16-year-old girl has mitral stenosis. She has presystolic murmur 
only, and x-ray shows “mitral configuration.” Should she have com- 
missurotomy? What are the criteria for selection? 


A. If the only evidence of mitral stenosis is the 
murmur and the x-ray picture, cardiac surgery 
should be deferred. This opinion is based upon the 
fact that many patients having mitral stenosis live a 
long time before the lesion produces symptoms. The 
criteria for selection of patients for surgical treat- 
ment are any of the indications of disabling en- 
gorgement of the pulmonary circulation: progres- 
sively severe exertional dyspnea, cough, paroxysmal 
nocturnal dyspnea, orthopnea, and hemoptysis. 
The only definite contraindications to operation are 
bacterial endocarditis and activity of the rheumatic 
process. 


Edema and Hypoalbuminemia 


Q. A 48-year-old woman, with B.P. 132/86, negative urine, has 
edema of the ankles. Albumin is 2.34 and globulin, 3.06. (1) What 
is the most probable cause? (2) What other tests should be done? 
(3) What treatment is indicated? 


A. 1. Lacking other information about the wom- 
an’s physical state, the answer to this question can 
be given only on the basis of general probabilities. 
In the absence of albuminuria, it may be concluded 
that the patient’s hypoalbuminemia is not due to 
renal disease. The remaining common causes are 
(a) cirrhosis of the liver and (b) malnutrition— 
either primary or secondary to an intestinal dis- 
order that interferes with absorption of food. 

2. Other tests would depend on the patient’s his- 
tory and physical examination. In patients having a 
deficit of serum albumin as a result of cirrhosis or 
malnutrition, there are usually obvious manifesta- 
tions of the underlying disease. In these circum- 
stances, special tests would be used principally to 
confirm a diagnosis. 


If this patient’s history and physical examination 
do not suggest that she has any serious disorder of 
liver or intestinal function, or any deficiency of food 
intake, the report of the serum albumin value is 
probably in error. Then the first step would be to 


have that test repeated, preferably at another labo- 
ratory. If the low serum albumin value turned out to 
be a “red herring,” no other special laboratory tests 
would be indicated. The cause for edema of the legs 
can usually be solved by a thorough history and 
physical examination, remembering that the com- 
monest cause for edema of the legs in women is “no 
serious disease at all.” 

3. There are so many “‘ifs” in the preceding part 
of this answer that a discussion of treatment for this 
patient would be an essay in itself. Perhaps the ques- 
tioner can be more specific, so that a short answer 
can be prepared for his problem of treatment. 


Removal of Tattoo Marks 


Q. What is the best way to remove tattoo marks: (a) small letters on 
fingers, (b) colored designs on arms? 


A. The best results for the removal of tattoo 
marks are obtained usually by surgical measures. 
The scarring of other techniques, such as chemical 
agents, and electrodesiccation and electrocoagula- 
tion, is usually cosmetically Jess favorable than mul- 
tiple surgical excisions or skin grafting. Sanding 
techniques are not completely adequate to remove 
any particles save those deposited very superficially. 
If the letters on the fingers are not too broad, thin 
lines of excision may be used to remove the blue 
colors. If the letters are too broad, surgical meas- 
ures may be the same as those for the large designs 
on the arms—multiple excisions after varying inter- 
vals of time (including if possible the scar of the pre- 
vious excision), or skin graft. 


Pigmented Nevus 


Q. A girl aged 24 has had a pigmented nevus at the base of a nail 
all her life. During the past two months this has produced an increase 
in pigmentation a pigmented streak down the nail. No 
regional lymph nodes are palpable. Should amputation or local 
excision be performed? 


A. The entire lesion should be excised. If micro- 
scopic study shows the lesion to be malignant, an 
amputation followed by an axillary dissection should 
then be carried out. 


Treatment of Burns and Scalds 


Q. Are there several equally excellent new forms of treatment of 
burns and scalds? 


A. Yes. See ‘Treatment of Burns,” by Paul A. 
Reed, M.D., in GP for April, 1952, page 35. 
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Business and Economics 


BY MAC F. CAHAL, J.D. 


As Brirain’s National Health Service enters its fifth 
year, it faces a situation that, from the point of view 
of the general practitioner, shows some improve- 
ment and several problems. 

Chief bright spot, of course, is the 25 per 
cent pay rise to 20,000 family physicians made 
possible March 24 by the Danckwerts award. The 
increased allotments are retroactive to 1948 and will 
add an estimated 45 million pounds to the current 
and overloaded budget, a prospect doubtless painful 
to the healthy taxpayer. Still rankling in medical 
breasts are other grievances—heavy patient loads 
and hospital freeze-outs, to name two—and with 
pay difficulties overcome for the present, it may not 
be long before settlement of other issues is de- 
manded, 


General Practitioners Paid from Central Pool 


Under the British National Health Service, gen- 
eral practitioners are paid from a “‘central pool,” 
a sum of money made up of (a) £19,890,000, the 
estimated net remuneration of general practitioners 
in 1939; (b) a “betterment factor,” and (c) a sum 
for expenses. The amount paid into the central pool 
for the year ending March 31, 1951, was 18s per 
person for 95 per cent of the population, a total of 
£41,533,000. The figure for the estimated net re- 
muneration of general practitioners in 1939 was 
based on a recommendation of the Spens Commit- 


British Information Service 


BRITISH HEALTH SERVICE UNDERGOES CHANGES 


tee, organized at the time the present National 
Health Service was set up, to advise on the amount 
of pay the general practitioners should receive. 
That committee also recommended that this re- 
muneration be based on the estimated net income of 
physicians, plus a betterment factor to allow for in- 
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Above: A mother observes the mea- 
surement of her child at a British 
Health Service Welfare Clinic in Lon- 
don. Left: Employees of the British 
National Health Program help new 
patients fill out their registration forms. 
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creased cost of living and the increased income of 
other professions. 

It was on the condition that this “betterment 
factor” be the subject of immediate negotiation that 
the general practitioners of Great Britain, through 
the British Medical Association, consented to take 
part in the National Health Service on its inaugura- 
tion in 1948. However, the negotiations did not de- 
velop, and Aneurin Bevan, when Minister of Health, 
fixed a betterment factor of 20 per cent flat. When 
Bevan was succeeded by H. A. Marquand, the 
subject of negotiation on this factor was reopened 
and Mr. Justice Danckwerts of the High Court was 
appointed independent adjudicator by the Lord 


Chancellor. 


Betterment Award a Victory for Profession 


While a betterment factor of 120 per cent had been 
asked, the award of a factor of 100 per cent to 1939 
figures, as opposed to Mr. Bevar.’s arbitrary 20 
per cent, constitutes a real victory for the medical 
profession. The award was immediately agreed to by 
Captain H. F. C. Crookshank, then Minister of 
Health (Mr. Iain Macleod came to the post on May 
7), and The Times of London pointed out that the 
Danckwerts award means “the family doctor has 
been underpaid by the State ever since the health 
service was launched.” 

In making payments retroactive to 1948, the 
Danckwerts award sets up adjusted betterment 
factors for other years—85 per cent for 1948, for 
example. The back payments will, alas, be subject to 
income tax! 

At the time Mr. Marquand and the British Medi- 
cal Association agreed to accept the decision of the 
adjudicator, they also agreed to organize a “working 
party”’ consisting of representatives of the Ministry 
of Health and of the British Medical Association, to 
work out details for efficient and equitable distribu- 
tion of the central pool. 

That working party has recently turned in its 
recommendations. Among them are the following: 
that the maximum number of persons on a practi- 
tioner’s list should be 3,500 instead of 4,000, as 
has, in some instances, been the case; that a partner 
have a maximum of 4,500 instead of 5,000, provided 
the average for the partnership is not above 3,500 
(instead of 4,000) ; and that the number on the list 
of a permanent assistant be 2,000 instead of 2,400, 
as heretofore. To encourage acceptance of this re- 
striction on patient load, the working party suggests 
as remuneration a fixed capitation fee of 17s, with 


an additional 10s for the 1,000 persons on a list 
after the first 500. Averaged out, the capitation fee 
comes to a maximum of 23.8s for 1,500 on a list, 
then tapers down to 19s, 10d for a list of 3,500. 
The new method would provide a gross income of 
£3,475 for a list of 3,500, as opposed to a present 
£2,905. If this scheme should go into full opera- 
tion, no capitation fee would be paid for patients in 
excess of 3,500, except for a tolerance margin of 
another 100. 

To encourage partnerships, the working party 
further agrees to add the 10s to lists of partners. 
If two men in partnership have a total list of 3,000, 
the 27s capitation fee will be applied to 2,000 of 
these, even though one may have only 900 on his 
list and the other 2,100. This is done as financial 
inducement for men to enter partnerships. To aid 
young practitioners further, the working party pro- 
poses an Initial Practice Allowance scaling down 
from £600 in the first year to £200 in the third, for 
those working in areas where there is a doctor short- 
age. Finally, the working party proposes that a sum 
of £100,000 be set aside to introduce further meas- 
ures to stimulate the formation of partnerships 
working as a group practice. 

It is thought that while these proposals may pro- 
voke some disagreement, they will, on the whole, 
go a long way toward meeting present discontent. 

The Special Conference on Local Medical Com- 
mittees has already unanimously approved the work- 
ing party’s recommendations, showing the satisfac- 
tion of British general practitioners with them; and 
as this magazine went to press, a White Paper was 
expected to reveal official governmental reaction. 
Most observers anticipate a favorable view from the 
Ministry of Health. 

The Danckwerts award means that approximately 
ten million pounds are added to the central pool for 
the year ending March 31, 1951, alone, plus another 
thirty million or so for other arrears. The sum 
seems formidable at this point in British finances, 
but the Manchester Guardian pointed out, ‘This is 
one of Mr. Bevan’s pigeons coming home to roost. 
He kept staving off the adjudication; if it had been 


made earlier, the arrears would have been less.” 


General Practitioner Still Faces Problems 


Even if the working party proposals for setting 
up a more equitable distribution of the fund prove 
acceptable, there remains the over-all problem of 
effectively integrating the general practitioner into 
the National Health Service. 
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Those concerned with this problem feel that the 
tendency in Britain has been to glorify the specialist 
at the expense of the general practitioner, with the 
result that young medical graduates have tended to 
go into specialty or consultant practice. It has 
therefore devolved on the system to ensure that the 
general practitioner need not take on an excessive 
number of patients to insure himself a reasonable 
income. This may now be met by working party 
proposals. Present conditions have faced many doc- 
tors with an impossible job, if they are conscientious, 
in that on the average, they could devote only 7.5 
minutes to an attendance and 15 minutes to a visit. 

Another major problem concerns giving the gen- 
eral practitioner access to hospital beds. With a 
general consensus that a satisfactory general practi- 
tioner service would do more for the solvency and 
efficiency of the National Health Service than any- 
thing else, it is thought in some circles that if gen- 
eral practitioners could make a reasonable income 
with fewer patients than at present, and have access 
to hospital beds, their standard of work would rise 
and waiting lists and congestion in outpatient de- 
partments of hospitals would automatically decrease. 

In addition, despite the adjudication, there are 
still two classes of doctors who have not benefited. 
They are medical assistants, and older doctors who 
had predominantly private practice before the serv- 
ice started, and lost most of their income in the 
changeover. It has been suggested that some por- 
tion of the back payments be earmarked as a fund 
for these members of the profession. 


General Economy Affects System’s Future 


The new system of payment with higher rates will 
apply from April 1, 1952, forward. In general, the 
future looks bright if new opportunities are wisely 


ARE WE FIFTY-ONE PER CENT DEMOCRATIC? 


IN A RECENT important election in Belgium, 90 per cent of eligible voters went to the polls. And even 


used to permit some reorganization of general prac- 
tice, and if doctors, freed from pressing financial 
burdens, can create a new framework in which they 
can practice with efficiency and dignity. The whole 
future is, however, tied in with the general economy. 

The recent decision to charge the patient for 
some of the hitherto free medical services (a shilling 
for a prescription; a pound for dental treatment; 
slight charges for false teeth, surgical belts, and 
other medical appliances) will not alter the financial 
picture much. With most of the service free, people 
don’t have to restrict consumption of other goods 
to buy medical treatment; and with higher salaries 
paid last year, the British people, despite higher 
prices, do not feel that the taxation that pays for 
the Health Service need curtail their expenditures 
for other items. 

British consumption is increasing, therefore, far 
faster than production, with the result that there is 
an alarming deficit in the balance of payments, and 
a threat to the stability of the pound. In the strug- 
gle for national solvency, the place of the Health 
Service is clear. In a recent book, Dr. Ffrangcon 
Roberts put it this way: “If we want more cortisone, 
we must sell more coal.” 

It is also clear that, on the whole, and despite the 
problems mentioned and certain other inefficiencies, 
the British electorate likes the National Health 
Service and means to keep it. Any attempt to mod- 
ify it or to suggest its abolishment has met enough 
violent reaction to make it generally recognized that 
N.H.S. is a potent political football. The Labour 
Party, in fact, is basing some of its strategy for re- 
turn to power on a promise to abolish the small fees 
recently instituted for medical appliances. 

Whatever happens, and no matter who occupies 
No. 10 Downing Street, it appears that the British 
National Health Service is here to stay. 


in Japan, experiencing the first birth pangs of democracy, we have propagandized well enough for 
universal suffrage that 70 per cent of eligible Japanese cast ballots in their last election. But here 
at home we practice less well what we preach. In our last national election, 51 per cent of our elec- 
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torate selected the President and other high officials for all of us. 
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TRENDS AND EVENTS 


IN THE NATION’S CAPITAL 


Doctors’ Income Rise Below General Trend 


A recent report by Department of Commerce 
shows that physicians’ income continued to rise in 
1950 and 1951, yet it failed to keep pace with the 
over-all national increase in earnings or with the 
rise in living costs. For all doctors of medicine, inde- 
pendent practitioners, and those on salaries, the 
increase in income from 1949 to 1951 was 13 per 
cent. This compares with a national average of 15 
per cent and an identical rise in the consumers’ 
price index prepared by Department of Labor. 

According to estimates by Office of Business 
Economics in Department of Commerce, physician 
income (before taxes) in 1951 averaged $12,518, 
compared with $11,058 in 1949 and $11,538 in 
1950. Average income for those engaged chiefly in 
independent practice was $13,378 and, for those 
whose incomes are derived mainly from salaries, the 


figure was $9,522. 


Medical Groups Ask Larger VA Fees 


Tue Veterans Administration’s hometown medical- 
care program, in which a majority of the country’s 
physicians are participating, is running into rough 
weather as a result of severe appropriations reduc- 
tions imposed by Congress. Claiming that the fee 
schedules are too low, at least seven state medical 
societies have petitioned for increases and there 
have been threats to terminate contracts if they are 
not granted. 

Early in August, it was reluctantly disclosed at 
Veterans Administration headquarters that fee in- 
creases for certain diagnostic and treatment services 
had been written into a new contract with Florida. 


VA’s reluctance to publicize this development stems 
from anxiety that it will stimulate more petitions for 
increases. And while the veterans’ agency does not 
dispute the merit of the state societies’ arguments, it 
emphasizes that wherever there are increases the 
volume of fee-basis outpatient care will have to be 
cut because of limited funds available for payment. 

Further complicating the picture is the fact that 
the House of Representatives, just before passing 
the VA appropriations bill, stated that fee schedules 
already were too high—even though there has been 
practically no adjustment of them since they were 
instituted in 1946, when the cost of living index was 
far lower than today’s. Thus VA, in granting in- 
creases—however much they may be justified—is 
running risk of antagonizing Congress, particularly 
the House Appropriations Committee. 


Chloromycetin, Gamma Globulin Studied 


The National Research Council’s medical 
sciences division is taking the initiative in at- 
tempting to find solutions to two problems of vital 
importance to clinical medicine. One is concerned 
with chloramphenicol (Chloromycetin) and to what 
degree, if any, it is responsible for blood dyscrasias. 
The other problem, which is even more delicate, in- 
volves the formation of over-all policy on production 
and distribution of gamma globulin in the event 
that current field trials in Texas and Iowa give 
scientific proof that this blood fraction is of value as 
an immunizing or modifying agent against polio- 
myelitis. 

A special committee of experts was named early 
in August by the National Research Council, at the 
request of the Food and Drug Administration, to 
assay the culpability of chloramphenicol in several 
hundred cases of aplastic anemia and other dys- 
crasias upon which FDA investigators collected 
medical and hospital reports from various parts of 
the nation. 

It was the Health Resources Advisory Committee, 
whose chairman is Dr. Howard A. Rusk of New 
York City, that requested NRC to examine the gam- 
ma globulin question. Washington officials are fully 
cognizant that if the Texas and Iowa studies prove 
even moderately successful, public demand for 
globulins will be tremendous. Since they are a 
product of blood fractionation, rather than a sub- 
stance that can be synthesized and turned out in 
great quantity like antibiotics, it is apparent that the 
problems of meeting the potential demand and a 
priority system for distribution are most complex. 
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“Grass Roots” Look at Nation’s Health 


August marked the inaugural of “grass roots” 
meetings sponsored by the President’s Commission 
on Health Needs of the Nation, with the first of the 
series scheduled for August 11 in Philadelphia. Two 
weeks previously, the Commission disclosed that its 
August 18 discussion session in Texas had been 
transferred from Houston to Dallas because of re- 
fusal of the Harris County Medical Society to co- 
operate in planning and conducting the program. 

Collection of data by the Commission on the 
country’s medical and public health resources is 
nearly completed and the staff, under supervision 
of Dr. Paul B. Magnuson, has begun work on a 
draft of the group’s final report which will be pre- 
sented to President Truman before New Year’s. 


New Drug Regulations Set Up for Doctors 


On July 25 the Federal Security Agency officially 
promulgated new regulations, under authority of 
recent Congressional amendments to the Food and 
Drug Act, which set forth responsibilities of physi- 


BLOOD PROGRAM MANUAL ISSUED BY GOVERNMENT 


Recocnizinc the need for adequate supplies of 
whole blood, blood plasma, and plasma expanders 
as essential medical requirement for the treatment of 
civilian casualties resulting from enemy attack on 
this country, the Federal Civil Defense Administra- 
tion has issued a manual, Blood and Blood Deriva- 
tives Program, describing federal, state, and local 
organization and operation of a civil defense blood 
program. 

Also included are estimates of requirements of 
whole blood, plasma, and equipment necessary for 
immediate needs in an emergency, as against pres- 
ent resources; estimates of requirements for reserve 
stores and methods for the strategic storage of these 
supplies; and suggested techniques for the emer- 
gency use of whole blood and for the local prepa- 
ration of plasma reserves. Availability of complete 
blood transfusion supplies and equipment, and per- 


cians and pharmacists in connection with labeling 
and dispensing of prescription drugs. 

Regulation changes were withheld, however, in 
the matter of mail-order sale of prescription drugs. 
This was interpreted as an indication that FSA de- 
sires more time to study this question, which is 
complicated by the fact that many members of 
Congress have exerted pressure to permit continu- 
ance in business of firms that prescribe medication 
in correspondence and sell their products by mail. 


Osteopath Schools Get Cancer Grants 


U. S. Public Health Service has awarded $96,186 
in grants for improvement of cancer training to four 
schools of osteopathy, the sum representing the 
largest ever given at one time by the Federal govern- 
ment to institutions of this type. Recipients are the 
schools in Los Angeles and Kansas City, Mo. 
($25,000 each), and others in Chicago ($23,706), 
and Kirksville, Mo., ($22,480). At the same time, 
U. S. Public Health Service announced cancer train- 
ing assistance grants to nineteen medical and eleven 
dental schools, the thirty-four awards totaling 
$562,351. 


sonnel organized to recruit donors, collect blood, 
and administer blood transfusions to mass casual- 
ties is a vital phase of the national effort for civil 
defense emergencies. 

Co-operating with the F.C.D.A. in developing the 
manual were the American Medical Association, the 
American Hospital Association, the American As- 
sociation of Blood Banks, the Association of State 
and Territorial Health Officers, the American Na- 
tional Red Cross, the U.S. Public Health Service, 
and the Department of Defense. Recommendations 
in the manual have the approval of the National Re- 
search Council and the Office of Defense Mobil- 
ization. 

Copies of Blood and Blood Derivatives Program 
may be secured for 40 cents from the Superintend- 
ent of Documents, U.S. Government Printing Of- 
fice, Washington, 25, D.C. 
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W.M.A. ATHENS MEETINGS TO ATTACK GLOBAL PROBLEMS 


BY RUTH SUN 


OrrictaL observer for the American Academy of 
General Practice at the sixth general assembly of the 
World Medical Association October 11-17 will be 
Dr. U. R. Bryner, president-elect. The sessions will 
be held in Athens, Greece, and Dr. Bryner plans to 
go there at the conclusion of a European vacation 
trip. 

Although they share an interest in medicine’s 
global problems in the scientific, social, and eco- 
nomic fields, the World Medical Association differs 
from the World Health Organization, according to 
Dr. Louis H. Bauer, secretary-general of the 
W.M.A., and American Medical Association presi- 
dent, in that the World Medical Association repre- 
sents all the medical associations and doctors of the 
world. It is a nongovernmental organization, with 
funds received from dues and voluntary contribu- 
tions. According to Dr. Bauer, it is the only inter- 
national organization which can and does speak for 
the practicing physician on any but purely scientific 
subjects. The W.M.A. maintains close liaison, how- 
ever, with many other international organizations, 
including WHO, a branch of the United Nations, 
representing in the field of medicine most of the 
governments which are members of the United Na- 
tions, and supported by government funds. 

Forty-three countries are presently represented 


Dr. U. R. Bryner, left, and Dr. Louis H. Baver, both 
of whom will attend the sixth general assembly of 
the World Medical Association in Athens, Greece. 


in the World Medical Association which was or- 
ganized on September 18, 1947, at a general assem- 
bly in Paris. As Dr. Bauer explains it: 

**During World War II, doctors from all over the 
world frequented the headquarters of the British 
Medical Association in London. They formed 
friendships and discovered that they had common 
problems. Ways and means were discussed of per- 
petuating these relationships. Several conferences 
were held and representatives of national medical 
associations formed an organizing committee. A 
constitution and by-laws drafted by this committee 
were submitted to the First General Assembly in 
Paris in 1947.” 


Association Seeks To Unite Doctors of World 


Objectives of the Association, as outlined in its 
Constitution are to promote closer ties among 
national medical associations and doctors of the 
world by personal contact and all other means 
available; to maintain the honor and protect the in- 
terests of the medical profession; to study and re- 
port on the professional problems which confront 
the medical profession in different countries; to or- 
ganize an exchange of information on matters of 
interest to the medical profession; to establish rela- 
tions with, and to present the views of the medical 
profession to the World Health Organization, 
UNESCO, and other appropriate bodies; to assist 
all peoples of the world to attain the highest possi- 
ble level of health; to promote world peace. 

Unit of membership in the W.M.A. is the national 
medical association, each of which is entitled to two 
delegates, two alternate delegates, plus as many ob- 
servers as it desires. These delegates form the Gen- 
eral Assembly which meets once a year to determine 
policy. If possible, the General Assembly meets in 
a different country each year. Previous assemblies 
have convened in Paris, Geneva, London, New York, 
and Stockholm. 

Association affairs are carried on by a Council 
made up of the president, president-elect, and 
treasurer of the Association, plus ten members 
elected by the General Assembly, each for a three- 
year term. The council meets twice a year, once at 
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the time of the General Assembly session, and again 
at a midyear meeting. The latter sessions have been 
held in New York, Madrid, Copenhagen, Geneva, 
and Brussels. 


Research on Medical Manpower Completed 


World Medical Association activities to date have 
included, first, a study of medical manpower, show- 
ing the number of doctors in various countries in 
relation to the population, as well as the number of 
general practitioners and specialists. This study 
also summarizes the organization and functions of 
the national medical associations and the status of 
the profession in various countries. The study is 
constantly being revised and brought up to date. 

Second, a survey of medical education in twenty- 
six countries has been carried on, comparing 
standards in effect. This survey is claimed to be 
unique in its field. 

(In this connection, it should be mentioned that 
the World Medical Association, in conjunction with 
WHO and UNESCO is planning the First Inter- 
national Conference on Medical Education to be 
held in London during August, 1953.) 

A third survey sponsored by W.M.A. has been on 
postgraduate medical education in twenty-eight 
countries, including both specialist training and 
graduate training of the general practitioner. 

Another interesting project has been a continuing 
study of cult practice in various countries, covering 
rules and regulations governing unauthorized med- 
ical practice, the number of cultists, and cultist 
schools. In addition, a preliminary study of medical 
advertising has been carried on, and is being fol- 
lowed up. 

Likewise, a full survey has been completed on so- 
cial security as it affects medical practice. This 
study, representing as it does a rapidly changing 
field, is supplemented annually. 

Other studies under way are concerned with the 
number and distribution of hospitals, the availabil- 
ity of certain pharmaceuticals and biologicals, the 
standardization of medical certificates, licensing 
standards for automobile drivers, international 
quarantine regulations 


Quarterly Bulletin Presents Group Proceedings 


A quarterly Bulletin is published in three lan- 
guages—English, French, and Spanish. It presents 
association proceedings, summaries of its studies, 
and news from all parts of the world. 
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The World Medical Association has called on all 
countries to protect freedom in medical research, 
and has condemned euthanasia. 

In 1948, as a result of the study of German War 
Crimes, the association adopted a modification of 
the Hippocratic Oath, known as the Declaration of 
Geneva. The association hopes that acceptance of 
the declaration will be required by medical schools 
and licensing bodies as a prerequisite to graduation 
or license. 

A sequence to the declaration was the adoption 
of an International Code of Medical Ethics, a code 
which had never before existed. 

The association’s secretariat has been set up in 
New York City. Arrangements are made for medical 
contacts by physicians traveling in foreign countries 
and for lectures by visiting physicians. Active efforts 
have been made to aid in the establishment of 
national medical associations in those countries in 
which there are none, notably in the Latin American 
countries and in Indonesia. 


Plans Made for Action in Case of War 


In conjunction with WHO, the International Red 
Cross, the League of Red Cross Societies, and the In- 
ternational Council of Nurses, an informal under- 
standing has been reached as to the policies and 
procedures of mutual assistance to be followed by 
each organization in the event of war. 

A United States Committee has been organized 
with headquarters in New York City to further the 
general objectives of the association through its 
membership in the United States and to provide 
funds for the maintenance of the secretariat, publi- 
cation of the Bulletin, and for the traveling expenses 
of the council. 

The association plans, if funds become available, 
to send medical teams to areas lacking properly 
trained medical personnel, and to bring men from 
those areas to countries where they may be properly 
trained so that, on their return, local suffering may 
be relieved and the standards of health and medical 
care of the whole world raised. 

“It is clearly apparent,” says Dr. Bauer, “that 
the doctors of the world must accept an interna- 
tional role just as they have accepted their roles as 
public servants to their nations and local communi- 
ties. Given proper financial, professional and lay 
support, the World Medical Association will be an 
organization capable of concerted effort, not only in 
fields pertaining to medicine, but in the diplomatic 
field of international good will.” 
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YOUR PATIENTS’ 


BY JOHN E. EICHENLAUB, M. D. 


Wuere do your patients get their health informa- 
tion? 

Some, of course, get a fair share of it from you—a 
recent study shows that you spend about 19 per cent 
of your time on patient education. Most of this time, 
however, is spent in explaining the disease from 
which the patient is suffering, explaining the pur- 
pose of treatment, or teaching simple measures 
which you wish the patient to take at home. Some, 
it is true, is spent in hygiene advice—prescribing 
proper foods for babies and children, answering 
questions on everything from douches to dentifrice, 
and so on. A little, perhaps, is spent discussing new 
developments or general medical principles. 

Still, the vast majority of your patients’ health 
knowledge comes from other sources. They get 
some health and hygiene training in high school or 
college. They read copiously on the subject. They 
get second-hand versions of articles and incidents at 
the bridge table, the cafe, and over the back fence. 
It is probably safe to say that your adult patients 
average at least fifteen minutes a day reading, talk- 
ing, or listening to material which is related to 
health. The impact of even glancing blows striking 
their consciousness during this vast expanse of time 
is tremendous. 

The enormous appetite for health facts among 
average laymen does not stem from idle curiosity 
alone. The desire for security, about which we have 


The average man wants the basic information. 


HEALTH INFORMATION 


heard so much, embraces your patient’s health as 
well as his economic standing. Today, he knows 
where his next meal is coming from. He knows 
where his retirement income, or at least the pittance 
that will keep him fed and clothed, will come from. 
He knows that threats to his property or his person 
will be fended off by a vigilant government. But the 
threat of ill health, no matter how well its financial 
strains may be handled by insurance or other pro- 
visions, continues to plague him. 


Patient Seeks Understanding of Illness 


To get around this threat, the average person 
seeks two kinds of knowledge. First, he wants knowl- 
edge of medical progress. He wants to know that the 
disease which carried off his best friend last month 
is being defeated, and need no longer be feared. He 
wants to know that the accident which crippled his 
brother many years ago would not cripple anyone 
today. He wants to know that his children are safe 
from scarlet fever and smallpox and diphtheria. 
Second, he wants information which will help him 
manage his own health more effectively. He wants to 
know how to avoid disease, how to recognize the red 
flags of early disease, and what kind of treatment to 
expect when he goes to a doctor with a serious prob- 
lem. This last he wants to know for two reasons—to 
make the whole affair less terrifying, and to enable 
him to check on the quality of his medical care. 

This is a facet of the situation which we in the 
profession have usually smugly ignored, but it is a 
very real and well justified one. Americans do not 
bow to any authority unarmed with convincing 
arguments. Our whole culture and the entire fabric 
of our education has fought unexplained, authorita- 
tive dicta. The average man expects you to explain 
his disease and its treatment to him, it’s true. But he 
wants the basic information with which he can un- 
derstand your explanation and rate it as logical or 
absurd. He wants the factual knowledge in case 
pressure of time or circumstances keeps him from 
talking things over with you at length. And he 
wants to know whether you are lying, whether you 
are outdated in your methods, or whether you are 

just plain wrong. 
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Perhaps the average person should take your ad- 
vice without evaluating it in any way. Human nature 
and American culture being what they are, however, 
there is little chance that he will do so. You must 
either stay within the limits which his common sense 
and fragmentary medical knowledge have set, or ex- 
plain your actions to his satisfaction, if you are to 
keep his faith. 

So long as his facts are accurate, this is a whole- 
some thing. It is a wholesome thing for the doctor, 
who knows that he must be aware of new develop- 
ments and modern methods in order to keep a prac- 
tice. (His desire to serve humanity would probably 
drive him to seek such knowledge anyway, but a 
little pressure on the left hip pocket doesn’t hurt.) 
It’s a wholesome thing for the patient, who comes in 
with early disease, accepts the expense and discom- 
fort of scientific examination, and carries out (or lets 
the doctor carry out) his progress of treatment with 
much less resistance and alarm than was formerly 
the rule. Except for the man who makes it ob- 
noxiously clear that he doesn’t know how little he 
knows—the fellow who diagnoses and prescribes for 
himself, and tells you what to do for him—people 
get real benefit from their stock of health informa- 
tion. 


Doctors Must Offer Corroborating Evidence 


The problem, however, is that some of this in- 
formation may be inaccurate. And although we can 
see the resulting false hopes, wild goose chases, and 
reckless embracing of unproved treatments taking 
terrific toll among our patients, we must admit that 
modern developments have moved a great share of 
health education out of our individual offices. It is a 
difficult task to translate the complex notions of dis- 
ease and therapy, refined as they have been by gen- 
erations of meticulous researchers, into simple and 
intelligent language. It is impossible to do this, 
through private talks, with the vast number of topics 
in which your patients are interested. 

Health education today is too big a job to be man- 
aged through consulting-room chats with individual 
patients. These chats are important, of course, and 
should be used to correct the errors which the pa- 
tient has soaked up from the stream of mingled 
truth and falsehood to which he is always exposed. 
In doing this, it is important to use authority 
lightly—you have to start from basic facts, and give 
intelligible reasons for your statements. A good lay 
medical library, or a list of recent, good articles in 
popular magazines is quite helpful. A study of the 


GP ¢ September, 1952 


technique used in these pieces will be of considera- 
ble help in talking to patients. Moreover, referring 
your patients to the better articles and books for 
basic information will save you many hours, and 
often will make points more strongly than you can. 

The only authority many Americans recognize is 
the authority of the printed word. I remember one 


Referring your patients to the better articles 
and books will save you many hours. 


patient who recoiled from surgery for a hernia no 
matter how the issue was explained to him, only to 
come in later and request operation because of an 
article he had read. This article contained no argu- 
ments he hadn’t already heard. Because it was in 
print, however, he took its advice. 

The real solution to the health education prob- 
lem can’t be reached in your consulting room even 
if you use all the material at hand to supplement it. 
The real solution can be reached only through 
group teaching and mass circulation of accurate in- 
formation. It can be reached only by using the last 
outposts of authority the public will recognize—the 
lecture platform and the printed word. 

‘But those things require special training,” you 
say. ““How can I use them?” 

You probably can, but we'll assume that you 
won't. Indirectly, however, there is a great deal you 
can do. 


Inaccuracies Must Be Recognized, Corrected 


First, you can take active issue with the inaccura- 
cies you see in print. Editors today are, on the 
whole, a very conscientious and responsible lot. 
But they are laymen, and medical facts sometimes 
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slip by them. Not every magazine can afford to have 
its articles checked by authorities, not every writer 
(particularly the big-name ones) will take criticism. 
But if you catch them in a falsehood, editors will al- 
most always print a retraction. If they have to print 
enough retractions, they'll ultimately be more care- 
ful. You can police the periodicals for the price of 
an occasional three-cent stamp. You can probably 
reform those editors who still tolerate inaccuracy. 

Second, you can promote the good articles and 
books you learn about. This doesn’t mean that you 
have to buy magazines and books. It does mean an 
occasional call to the local librarian when you find a 
title you think some of your patients should read, 
and possibly the effort of scanning the book before 
you advise patients to use it. Many of the better 
books for laymen are reviewed or abstracted for you, 
either in the medical journals or in What the Pa- 
tients Read (distributed gratis by Schering). Your 
library can get such books temporarily, and will 
probably buy any you especially recommend. After 
all, the library wants circulation, and if you promise 
to send every cross-eyed child’s mother down for 
Scobee’s book on the subject, or every ulcer patient 
down for Alvarez’ monograph, the librarian will be 
happy to stock them. 


Advise Patients To Read Sound Articles 


As we said before, an index of the articles in re- 
cent periodicals gives you an easy approach to 
answers to many of your patients’ questions. Even 
if the questions aren’t asked, however, such a refer- 
ence does a lot of good. It shows interest, and it 
recognizes the patient’s importance. Neither of these 
things hurts you in his eyes. Once again, reviews, 
abstracts, and your reading are adequate sources. 

The third thing you can do about your patients’ 
health information is to keep tabs on science writers. 
A lot of the old-timers—the men with the best-es- 
tablished reputations in the field—came into prom- 
inence when sensationalism was the style. A title of 
““New Cure For Cancer”, or “Don’t Let Your Baby 
Smother” would sell to almost any top magazine. 
Today, writing style gets its drama from anecdotes, 
and carefully qualifies generalizations. Most of the 
old-timers now follow this trend, and you can’t 
damn everything a man writes today on the basis of 
a scare article twenty years ago. However, some 
writers stick to the old style, and deserve to be 
shunned. If you criticize the one man who offends 
you, instead of the whole tribe of science writers, 
you are more apt to be heeded. You are also more 


apt to develop a wholesome critical faculty in your 
own patients and friends. 

The fourth thing you can do to improve health 
education is to help get the facts straight before they 
appear in print. In general practice, this usually 
means taking the time to straighten out your local 
newspaper editor when an accident or epidemic 
happens. In a few cases, it means making yourself 
available to budding writers or small publications as 
a source or critic. Among medical bigwigs, it means 
giving out information and thorough explanation 
when help is requested. It means finding the writers 
who can be trusted to stick to the facts, and feeding 
those facts to such men before a scarehead with no 
scientific experience or knowledge picks them up. 

There is only one other thing you can do to pro- 
mote the true against the false in health information 
—work through schools and civic organizations to 
bring good speakers into the community. Perhaps 
a hygiene course is under way in your school al- 
ready—find out what is being taught, and by whom. 
It is surprising how many misconceptions about 
everything from mouthwashes to nose-blowing, 
trace their origins to a meticulous but ignorant 
hygiene teacher. 

Perhaps there is a good speaker in the health field 
who is available for civic meetings at little or no cost. 
Perhaps there is enough interest to support an adult 
extension course (for which funds are often available 
from state or federal agencies) in your school. The 
public may not look to you for all its facts, but in 
matters like these it does look to you for leadership. 

Actually, the present health education situation 
is not so black as it might be. There is a good deal of 
responsible reporting in the field, and consciousness 
of responsibility is growing steadily heavier upon 
editorial shoulders. The back fence and grand- 
mother’s dictum are losing out to the printed word 
—that is, after all, a change for the better. But the 
enormous welter of facts now available, plus the 
growing interest in them among people, makes 
health education a very difficult job, and mistakes 
hard to avoid. 

You can do a lot in your own office to improve 
health education. You can take a few pointers from 
lay articles and books, learn to break down every 
concept into simple terms. You can use logic and 
basic facts, instead of bald authority, to correct the 
misinformation your patients have acquired. You 
can promote the good and the sound in lay medical 
literature. And you can provide leadership in bring- 
ing a sound program of health education into your 
own community. 
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THE FAMILY PHYSICIAN 


MEETS WALL STREET. I! 


BY WILLIAM I. LA TOURETTE 
Security Analyst, Shearson, Hammill & Co. 


Tuts is the second of a series of articles designed to 
acquaint the doctor with fundamental principles 
and policies for investing in securities. 

The securities business has undergone a quiet but 
nonetheless thorough revolution during the past 
fifteen years. A new generation of career analysts, 
trained in the growing number of colleges which 
offer courses in business administration, have re- 
placed the “tipsters” of the *twenties. Common 
stocks, which came to be regarded as dangerous 
gambles after the gigantic speculation of that decade 
resulted in the disastrous crash of 1929, have again 
become respectable. Tangible evidence of this in- 
creasing respectability may be seen in the growing 
purchase of stocks by institutional investors—pen- 
sion funds, life insurance companies, and, most re- 
cently, New York state savings banks. These devel- 
opments have benefited the individual investor not 
only because the expanding number of institutional 
and other long term investors may be expected to 
exert a powerful stabilizing influence on the stock 
market in the future, but also because the develop- 
ment of the professional analyst and investment 
counsel has brought an enlightened ‘‘Wall Street” 
closer to ‘‘Main Street” than ever before. 

An understanding of some of the fundamental 
techniques used by the professional analyst can 
serve as a helpful guide in the selection of specific 
securities within the broad outlines of the indivi- 
dual’s chosen investment objectives. Security analy- 
sis, like economics, is not an exact science and there 
are no rigid rules that have universal application. 
There are, however, five principal factors, all con- 
sidered within the outlook for the economy as a 
whole, which provide the basis for a reasoned ap- 
praisal of a company’s stock: (1) earnings, (2) divi- 
dends, (3) financial position, (4) management, and 
(5) outlook. 
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Trading on the floor of the New York Stock Exchange. 


Company Earnings Important in Evaluation 


While no specific weight of relative importance 
can be assigned to each of the five factors, the ques- 
tion most frequently asked about a specific common 
stock is “How much is the company going to earn 
this year?” The term “earnings,” in the parlance 
of the investment world, refers to a company’s net 
income before charges, taxes, and preferred divi- 
dends are deducted. The net income, when divided 
by the number of common shares the company has 
outstanding, gives a convenient “earning per share” 
figure. Thus if a company reported a net income of 
$1,000,000 in 1951 and its capitalization consisted 
solely of 1,000,000 common shares, the ‘earnings 
per common share” would amount to $1.00. This 
**per share” earnings figure is convenient because it 
can be readily correlated with the market price of 
the stock and it also gives an easily interpreted pic- 
ture of the dividend coverage. If the stock of our 
mythical company which eayned $1.00 per share in 
1951 is selling at ten dollars per share, the shares 
would be selling at ten times last year’s earnings. If 
the dividend rate were 60 cents annually, the com- 
pany would be paying out 60 per cent of its earn- 
ings and the dividend would have been “covered” 
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1.67 times. The yield on the shares would be 6 
per cent. 

Is the stock attractively priced on the basis of 
earnings and dividends? This question unfortun- 
ately cannot be answered by applying any set form- 
ula, but a few comparisons of this issue “X” with 
both the stock market as a whole and with stocks of 
comparable companies in the same industry will go 
a long way toward providing the answer. Suppose 
that the familiar Dow-Jones Average of thirty indus- 
trial stocks is selling at 12 times 1951 earnings and 
provides an average yield of 6 per cent. In compari- 
son with the stock market as a whole, therefore, our 
**X”’ stock would be somewhat cheaper in relation to 
earnings and just average on a yield basis. Extend- 
ing the comparison to issues of comparable com- 
panies, we may find that the stock is selling “in 
line” with the group-as-a-whole relation to earnings 
and dividends, and if the outlook for the industry 
appears favorable, it would be reasonable to con- 
clude that the stock is reasonably priced. 

There are, of course, wide variations not only 
from industry to industry, but also between com- 
panies in the same industry, in stock prices in rela- 
tion to earnings (this ratio of stock prices to earn- 
ings is referred to as the “price-carnings ratio”) 
and to dividends. Steel stocks, for example, gener- 
ally sell at low prices in relation to earnings because 
of the highly cyclical nature of the business and they 
offer large dividend returns, while stocks of ethical 
drug or chemical companies generally sell at rela- 
tively high prices in relation to earnings and provide 
low yields because of the strong growth trends in 
these fields as well as their depression-proof charac- 
teristics. Stock of well established companies which 
have consistently been leaders in their industries 
and have paid dividends over a long period of years, 
such as General Electric and General Motors, also 
sell higher in relation to earnings and provide lower 
dividend returns than stocks of smaller companies 
in the same fields. 


Dividend Policy Also Important 


Dividends are in most cases directly based on 
earning power, but a special dividend policy can at 
times be a major factor in the market price of a stock. 
Loew’s Incorporated, for example, followed a con- 
servative dividend policy during the lush war years 
when motion picture attendance boomed and the 
industry’s earnings rose sharply. The company sub- 
sequently was able to maintain its dividend rate at 
$1.50 annually over the next five years of the post- 


war period when theatre attendance went into a 
severe downtrend, even though Loew’s did not earn 
the dividend in two of the five years and coverage in 
the remaining three years was by a very narrow 
margin. The stock sold at a relatively high price in 
relation to earnings during this period because of 
the company’s special dividend policy, and the prin- 
cipal interest in Loew’s stock was based on the 
dividend return. Consequently, when the rate was 
suddenly reduced from $1.50 to 80 cents this year 
the stock immediately declined by about 15 per cent, 
and because the reduction represented a_ basic 
change in policy, a more realistic appraisal of the 
stock on the basis of earnings was required and the 
shares subsequently did not recover importantly. 


Finances a Significant Factor 


A look at a company’s financial position is also 
necessary in order to arrive at a sound appraisal of 
a company’s stock. An old “rule of thumb” holds 
that for most industrial companies, a “current 
ratio” of 2-to-1 or better is satisfactory. That is, if 
current assets—which consist principally of cash 
items, inventories, and accounts and notes receiv- 
able within one year—are double or more the cur- 
rent liabilities—mainly accounts and notes payable 
within one year, and income tax accruals—the fi- 
nancial position in most cases is all right. Only in 
relatively rare instances where a liquidation and dis- 
tribution of assets is in prospect, does a company’s 
financial position, as such, become the dominant 
factor in determining the market price of its stock. 
For example, during the past year the United States 
Leather Company sold its leather plants and inven- 
tories for cash and subsequently distributed most of 
the proceeds to its stockholders in the form of a $10 
liquidating dividend. This particular case involved 
only a partial liquidation, as the company entered 
the natural gas business, but the financial position 
became a major determinant of the price of the stock 
when the distribution of assets became a prospect. 

The quality of a company’s management and the 
future outlook for the business are probably the 
most difficult factors to appraise. Management is of 
course a very important factor at all times and in 
some cases it is the principal basis of interest in a 
stock. The main appeal in Butler Brothers stock, for 
instance, is based on the potential earning power 
arising out of the reorganization and expansion pro- 
gram which the new management has pursued dur- 
ing the past two years, and the company’s past 
earnings and dividend record is of only secondary 
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interest. The average investor has little basis for 
judging the ability of management except by the 
company’s past record, and can consider the future 
outlook, also, mainly in the light of its past experi- 
ence. However, the professional analyst is in a posi- 


BIG 


Moke than one hundred and eighty-one million dol- 
lars is now spent annually on medical research in 
this country. But, although that is a respectable 
figure (and ten times the amount dispensed in 
1941), it adds up to only 0.3 per cent of the na- 
tion’s defense budget, and only about one-half of 
the nation’s annual expenditure for hair tonics, 
shampoos, and other items of coiffure! 

Writing on the subject in recent editions of the 
Sunday New York Times, Dr. Howard A. Rusk, 
chairman, Health Resources Advisory Committee of 
the National Security Resources Board, Professor 
and Chairman of the Department of Rehabilitation 
and Physical Medicine at New York University Col- 
lege of Medicine, and an Associate Editor of the 
Times, quotes Medical Economics in breaking down 
sources of the funds, as follows: 

Government, $76,000,000: Public Health Service, 
$35,200,000; Atomic Energy Commission, $18,000,- 
000; Army, $6,800,000; Navy, $6,000,000; Air 
Force, $4,700,000; Veterans Administration, 
$4,500,000; others, $1,000,000. 

Industry, $60,000,000: drug industry, $52,500,- 
000; industrial foundations, $5,000,000; others, 
$2,500,000. 

Philanthropy, $25,000,000: foundations, $10,- 
000,000; voluntary health groups, $10,000,000; 
personal, $5,000,000. 

Professions, $20,000,000: hospitals, $15,000,000 ; 
medical schools, $5,000,000. 

These figures do not, Dr. Rusk points out, include 
the millions of man-hours of free service contribu- 
tions by physicians and other scientific personnel. 
Nor do they include indirect expenditures, cash 
equivalents in service, and construction costs for 
laboratories and other facilities. 

Paralleling an increased emphasis on medical re- 
search during the past half-century, declares Dr. 
Rusk, has been a corresponding and remarkable 
improvement in the health of the American people. 
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tion to provide the answers on the basis of first-hand 
contacts with corporate officials as well as a thor- 
ough familiarity with most industries. 

All this provides a sound basis for forecasting fu- 
ture prospects. 


Fossil findings indicate that prehistoric man didn’t 
linger long in this vale of sin—a scant 18 years. 
The ancient Romans went him seven years better, 
hanging around until they were 25. By 1900, in 
the United States, the median was 49.2 years, a 
gain of approximately 100 percent in 2000 years. 
From that point we have, in the last fifty years, 
increased man’s life expectancy in this country to 
67.2 years, a further gain of 18 years. 

Medical research has played an important role in 
this remarkable advance. Also contributing factors 
are the increase in quantity, quality and avail- 
ability of medical services, progress made in public 
health practices and sanitation, and the rapid rise 
in the American standard of living. 

Certain diseases—heart disease, cancer and polio- 
myelitis—because of their nature and extent, at- 
tract more financial support than do some other 
medical problems. One field currently neglected 
is that of psychiatry and mental health. This year 
our country will spend only $3,000,000 for research 
in this area, while more than $500,000,000 will go 
for operation of public mental hospitals. 

More work needs also to be done in preventive 
medicine, social medicine, chronic disease control, 
rehabilitation, the organization of health services, 
and the social factors in health and disease. The 
increased and gratifying support of medical re- 
search by both government and voluntary agencies 
poses one serious problem, according to Dr. Rusk. 
That is the tendency of research funds to be granted 
to a specific project or on a grant-in-aid basis for 
relatively short periods. 

Among top scientists and educators, the fear is 
that this may lead to a gradual undermining of long- 
term basic research. They fear the public is sold 
on the idea that medical miracles are achieved 
merely by spending money, a fallacy that is leading 
to a scramble for exploitable scientific results at the 
expense of basic investigation. 
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BILL COLLECTING IS NO MYSTERY, 


BY ARTHUR H. LABAREE 


*Wuart can you do to collect my bills that I can’t 
do myself?” 

That question was asked me by a general prac- 
titioner from whom I was soliciting business for my 
collection agency, which specializes in collecting 
professional accounts. 

“Why, nothing, Doctor,” I replied. “There isn’t 
a thing on earth I can do to collect your bills that 
you can’t do yourself. The point is, you won’t do 
it, but I will.” 

One account that he gave me illustrated the 
point. One of the tellers in his bank had owed him 
$25 for more than a year. He saw the man every 
day or two, when he went to the bank to make a 
deposit. 

“For Heaven’s sake, Doctor, don’t you ever ask 
him for your money?” I inquired. 


“Eight times out of ten the missing 
debtor can be located if you just ask 
enough questions of enough people.” 


IT’S JUST HARD WORK 


*Oh, I couldn’t do that. I couldn’t ask him for 
money.” 

**Well, I can, and will.” 

I walked up to the teller’s cage, handed him my 
business card and said: 

“I represent Dr. Smith. I’m here to collect the 
$25 you owe him.” 

**You can’t talk to me about that during banking 
hours,” he snapped. “Tell the doctor pay him 
as soon as I get ’round to it.” 

*O.K.,” I said, nonchalantly, “if that’s the way 
you feel. But tell me, where is the bank manager’s 
office?” 

*You’re not going to see him about this, are 
you?” 

**Of course, I am. And he might not think so well 
of a teller owing money to one of the bank’s good 
customers, like the doctor is.” 

**Well, I don’t want any trouble. I'll give you $5 
on account.” 

“Oh, no you won’t. Twenty-five dollars isn’t so 
much and you’ve owed it for more than a year. 
I happen to know your payday was yesterday. 
That’s why I’m here today. So get it up!” 

He gave me the money with a murderous look. 
I handed him a receipt and left. I hadn’t done any- 
thing the doctor couldn’t have done himself. He 
just wouldn’t. 

A mail carrier owed another physician-client. He 
ignored all letters. So I went to the suburban post- 
master who was his superior. He listened to me, 
leaned back in his swivel chair and yawned. 

**You run a collection agency,” he said. “I don’t. 
So I’m not going to do anything about this. Do 
your own work.” 

All right, I will. And my work this afternoon 
will be to dictate a letter to the Postmaster General 
in Washington, referring this claim to his attention 
and describing your attitude.” 

The change was immediate. 

“Oh, now, you don’t need to do that,” he said. 
“Til call the man in and talk to him. But I can’t 
make him pay it, you know.” 

**No, but you can give him demerits if he doesn’t, 
and enough demerits will cost him his job. Just tell 
him that.” 
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A partial payment reached me next day. I con- 
sented to accept small payments, over a period of 
months, because mail carriers are not over-paid by 
the government. 

Did I do anything that the doctor couldn’t have 
done himself? Not a thing! 

A puzzled physician asked me to collect a bill 
amounting to $500. His patient had died after a 
protracted illness, during which he had received a 
long series of treatments. His wife had pre-deceased 
him, but a niece had kept house for him in a sub- 
urban home he owned. My client explained that 
numerous bills sent to his late patient’s address 
were ignored and the last one finally was returned 
by the post office, marked “Moved, Left No Address.” 

I went to the house where the patient had lived 
and died. It was a good property, worth probably 
$25,000. It was unoccupied, however, and neigh- 
bors and nearby storekeepers could give no infor- 
mation as to the whereabouts of the niece. 

“She just moved out after the old man died,” 
was the sole information. 

I searched the records of the Surrogate’s office 
to find a will, the papers accompanying which would 
give me the name of the attorney for the estate. No 
will had been filed. If the man had owned property, 
but left no will, maybe the office of the Public Ad- 
ministrator could help me. That official did have a 
note of the estate and had expected to administer 
it, but then he had been informed there was a will. 
He had no record of who had informed him. He did 
have the name and address of the mortician who 
had buried the man. He was in a village fifty miles 
away. 

Over the telephone, the mortician knew nothing 
of any estate. The body had been shipped to him 
for burial in a cemetery in his town. But he gave me 
the name of the local undertaker who had sent him 
the business. The latter had been hired by the 
vanished niece but an attorney had gotten in touch 
with him later and promised him his bill would be 
paid. I found the attorney. Yes, he said, there was 
a substantial estate and a will, leaving everything to 
the niece. But, while he had been the decedent’s 
attorney for many years, the niece had hired herself 
another one and he’d been compelled to turn over 
all the papers to him. Who is he? ‘‘Why,” he 
glanced at my business card, which I had handed 
him, “he’s Lawyer Jones and his office is right in 
the same building yours is!” 

So the chase ended right in my own office build- 
ing, with the ultimate payment of the bill. I had 
done nothing the doctor couldn’t have done him- 
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self, if he had the knowledge of where to search 
and the time to do it. Undoubtedly, he had neither, 
but that isn’t the point. 

When it comes to tracing skips, which constitutes 
a large part of the collection business, the average 
physician might well be at sea, yet there actually 
is nothing any specialist in that business can do 
that the physician couldn’t do himself. There are 
numerous methods of tracing skips and the most 
time-consuming is the best. It consists of asking 
questions of everybody—the present occupants of 
the house where the skip formerly lived; the neigh- 
bors, the storekeepers in the vicinity, the milkman, 
the offices of the utilities, the local personal loan 
and finance companies, the nearby department 
stores that run charge accounts. Naturally, the size 
of the delinquent account and the importance of 
your client’s business determines how much time 
you can afford to spend. But, eight times out of 
ten, a missing debtor can be located if you just ask 
enough questions of enough people. The doctor 
could do that himself, but certainly he won’t. 

If the debtor has moved, but mail you send is 
being forwarded to him, tracing is easy. The post 
office department has a skip-tracing racket of its 
own. For sixty-four cents you send a registered 
letter to the debtor, with a return card to you show- 
ing the address where delivered. (No post office 
will give you his forwarding address. It’s against 
the rules. But for 64 cents the post office forgets 
that rule and gives you the address in writing!) 

The average physician is woefully ignorant of 
commercial law that applies to his delinquent 
accounts. Most of them know that, in New York 
State, a bill is outlawed after six years. But how 
many of them know that, nevertheless, the debtor 
can be sued and, if he fails to interpose a plea that 
the claim is outlawed, the exemption does not 
apply. And how many know that the account can 
be reinstated for six years if an acknowledgment of 
the debt can be obtained from the delinquent, pref- 
erably in writing, or if a token payment can be 
obtained before the outlaw date. 

Every collection agency has been confronted by 
the debtor who claims the physician’s care was so 
unsatisfactory that he will bring a malpractice suit 
if he is pressed to pay what he claims to consider 
an unjust bill. We duly report the situation to our 
client. 

**Say, I don’t want the bother of defending a mal- 
practice suit, even though I am insured, so let’s 
drop the whole thing,” he too often decides. 

‘All right, we'll drop it until two years after the 
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date of your last service to the debtor. Then we'll 
have your attorney serve the debtor with a sum- 
mons. He can’t do anything about it, for, in New 
York, a malpractice suit is barred after two years, 
but your bill is good for six.” 

It is surprising how few physicians are familiar 
with that little point, although a knowledge of it 
could save them thousands of dollars they are wil- 
ling to forego because of a threatened suit that 
usually has no merit anyhow. 

In New York, too, anyone who accepts the serv- 
ices of a physician is liable for his fee, or the re- 
sponsible husband or father is, as the case may be. 


Entertainment 
in the 


Waiting Room 


sanctum sanctorum! 


Tuere’s nothing like Clark Gable, Betty Grable, or Roy Rogers (depending on your sex and age) to 
distract you from that panicky feeling just before the beckoning finger summons you into the doctor’s 


This applies when a debtor claims he never “hired” 
Dr. Jones, who was the anesthetist or assistant at 
his operation, or was the consultant called in to 
see him or her in the hospital. 

*\Do you mean I should have told Dr. Jones to 
get out, I didn’t want him?” the debtor will ask. 

*That’s right. You should have done just that. 
You accepted his service and now you'll have to 
pay his bill.” 

There are no mysteries in the collection business 
—no secret ways of collecting bills known only to 
the collector. There isn’t a thing the doctor 
couldn’t do himself. But he won’t. And we will! 


(DR ROTHWELL } 


As quick to realize this salient fact as the palpitating patient, the medical profession is now exper- 
imenting with the idea of making waiting rooms compete with the local Loew’s in entertainment and 


educational value. 


Studies are at present under way at University of Chicago clinics on the possibility of using movies 
in clinics and doctors’ offices for health education and entertainment. 

In its July, 1952, issue, The Journal of Medical Education says chief purpose of the study is to 
determine what types of films prove most acceptable to a general audience. Existing film libraries pro- 
vide a wealth of material, ranging from instructive cartoons to films of more formal educational value. 

A portable machine, easy to set up, is being used. It has an 11x15 inch screen and closes up to the 
size of an average suitcase. No operator is required once the machine is put in action. A continuous 
loop film makes possible repeated showings of 16mm. color or black and white film without rewinding 
or rethreading. A 300-watt projection lamp has been designed and could be made available if there 


were sufficient demand. 


**Hey, Ma, kin I go to the doctor’s this afternoon, I’m followin’ a Hopalong Cassidy serial. And say, 


Ma, I gotta go early. Wanna get a good seat!” 
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After Hours 


THE “HORSE AND BUGGY’"’ DOC 


STUCK BY HIS GUNS 


BY H. LORENA BARLOW 


THERE’s a story that used to circulate around the 
Hertzler Clinic in Halstead, Kansas, about Dr. 
Arthur E. Hertzler, of ‘Horse and Buggy” fame. It 
was said that if he couldn’t make the points of 
needles held in each hand exactly touch one an- 
other he went out to his pistol range to shoot 
awhile. That way he’d steady his hand enough to do 
the morning’s stint in surgery. 

Farfetched? Yes, but a good description of his 
respect and love for guns. This love began when he 
was a boy and acquired his first gun—a .22 Quack- 
enbush rifle—and continued for many years. 

Back about 1900, Dr. Hertzler’s .45 Colt Peace- 
maker was a standard piece of equipment when he 
drove his horse and buggy out on calls in the vicin- 
ity of Halstead. In those days he reloaded his own 
cartridges, and it’s a good thing his horses knew 
their way around. He often paid more attention to 
his shooting than to them. There was never a real 
occasion to use his gun but he loved to shoot at 
fence posts and jack rabbits on the prairie. His colts 
cut their teeth on Doc’s guns to accustom them to 
his habit of shooting. Throughout the years he kept 
his old Peacemaker. 

In later years he carried several sizes of ammuni- 
tion in the glove compartment of his car and had a 
special rack for a rifle with a telescopic sight and his 
hand gun for shots at crows, jack rabbits, and the 
occasional coyote that still roams the Kansas 
prairies. 
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The late Dr. Arthur E. Hertzler, author of 
The Horse and Buggy Doctor, and one of 

; abd the famous country doctors of the time. 
’ f Above: “The Chief,” out on his trap 
range, despite a broken bone in his foot. 


Dr. Hertzler was interested in the advancement of 
ability in shooting among officers of the law. He fre- 
quently shot with them and one day was invited to 
the target range by one of them. Just as they arrived 
his friend was called away, but before leaving he in- 
troduced the Chief, as Dr. Hertzler was called, to 
the head instructor, saying something about Doc’s 
wanting to look around. Unfortunately the in- 
structor didn’t know Dr. Hertzler and proceeded to 
give him a thirty-minute lecture on stance, pistol 
parts, etc. Then he demonstrated his own ability 
and finally turned the pistol over to the Chief, who 
outscored him by 20 per cent. The instructor 
turned red and stared at Dr. Hertzler a second or 
two. “Hell,” he said, “and you’ve never seen a 
45?” The Chief just grinned and went on about his 
business. 


From Dr. Hertzler’s collection—.50 caliber Remington navy pis- 
tols converted into target pistols. From top to bottom, (1) and 
(2) converted into .38 specials; (3) converted into a .22 L.R.; 
(4) and (5) converted into .44 Russian cartridge pistols. 


Among His Favorites 


Although he had from 150 to 160 rifles and 110 
different hand guns, a few of them remained his 
favorites. One of these guns was an old thirty-pound 
false-muzzle-loading rifle that had four dowel pins in 
the end of the barrel into which a false muzzle was 
pushed to align the bullet as it entered the barrel. 
The gun weighed about twenty-five pounds and had 
telescopic sights extending from breech to muzzle. 

Another of his favorites was the Colt .45 auto- 
matic. With it he won the U. S. mail match cham- 
pionship in the National Rifle Association. He was 
a life member of both the N.R.A. and the U. S. Re- 
volver Association. 

For a number of years Dr. Hertzler gave the win- 


ner of the Kansas Peace Officers Association’s 
yearly shoot the choice of any hand gun he wanted. 
He was vitally interested in these shoots and went 
whenever time permitted. 

He also furnished a number of police depart- 
ments with full sets of reloading equipment so they 
could practice. Ammunition was not furnished by 
the organizations for whom they worked. Police 
from Newton, Wichita, and Hutchinson, Kansas, 
were frequent visitors to the revolver range on his 
farm, which he called “‘Doxrua.” It was through his 
promotion that they became interested in target 
shooting. 


Shooting Day and Night 


The Chief was very interested in trap shooting 
and had trap and skeet shooting ranges built on his 
farm. He organized a sort of club, the members of 
which went out to shoot together. 

He also fostered a team of marksmen within the 
Hertzler Clinic and furnished the guns and ammu- 
nition. The team often held practice matches on his 
range, and on the twenty-yard indoor range which 
he built underground adjacent to the nurses’ home 
near the clinic. It was open for many years to the 
clinic members of the club. Shooting there went on 
during all hours of the day and night. The Chief 
himself spent an hour or so nearly every night 
shooting with a friend. 

Dr. Hertzler started giving away and selling his 
guns about 1932, but always kept his favorites—two 
trap guns, one of which was an old Remington dou- 
ble trap gun; the .45 and a .38 Colt Peacemaker; six 
or seven hand guns; two .22 target arms, and five or 
six rifles of his later acquisition. 

After the Chief quit shooting he had more time for 
the hobby of his heart—his “‘milk” route. Instead of 
ammunition he carried candy for “his kids.” 
Around four o’clock, the usual time when the “milk 
man” made his appearance, the kids congregated on 
the street corners awaiting his arrival, When he 
neared the vicinity he’d honk the horn of his car, 
stop, and wait for the swarm of kids he loved. And 
they, in turn, loved “Grampa” for it. 
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TOLERANCE is what makes 


IROCINE 


Safer Iron Therapy 


Tolerance is “built in” Irocine by virtue of its unique content of the new organic molecule, 
Iron Sodium Malate.* Though it contains 25-108% more iron per unit mass than other widely 
used iron compounds, Iron Sodium Malate renders Irocine therapy virtually free from disturbing 
side-effects. Gastric distress, constipation and diarrhea rarely occur under Irocine administration. 


Effective Therapy, too 


Potentiating factors in Irocine are Vitamin B,2 (activity equivalent to 1 mcg.), plus copper 
sulfate U.S.P. (4 mg.), plus desiccated liver N.E (200 mg.), plus Thiamine hydrochloride U.S.P. 
(0.17 mg.), plus Vitamin D (67 U.S.P. units). 


REED & CARNRICK Jersey City 6, N.J. 


* Protected by U.S. Patent 2,503,781 A Trusted Name Since Ig 6 O 
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ANOTHER MOSBY BOOK! 


New Fourth Edition 


Herrmann’s DISEASES OF THE 


HEART AND ARTERIES 


The continuing popularity of Herrmann’s work is due to his conscientiousness in keeping 
track of every advance in the problems of cardiovascular diseases—and to the fact that he 
always gives you the benefit of his own clinical experience which is extensive. 

We are proud to present this new and improved Fourth Edition of DISEASES OF THE 
HEART AND ARTERIES. Here is an excellent guide to the study of the disorders of the 
heart, arteries, and the circulation—logically arranged—concise in presentation—and built 
upon the fundamental facts of physiology, pathology, pathysiology and pharmacodynamics. 
Beautifully illustrated, of course, and full of practical, clinical help for you and your patients. 


Following are some of the important additions to this edition: 


Embryological development of the heart has been intro- 
duced and the discussion of the structural anatomy extended. 

Principles and practices of the special methods of phono- 
cardiography, electrocardiography, electrokymography, to- 
mography, and cardiac catheterization have been introduced. 

The section on electrocardiography has been completely 
rewritten, incorporating the concepts of Frank N. Wilson, 
M.D., and his associates, especially Demetrio Sodi-Pallares, 
M.D. 

Congenital heart disease and valvular heart disease have 
been given much more space. 

Antibiotic therapy, bacterial endocarditis, syphilitic 
aortitis, and the treatment and prophylaxis of rheumatic 
fever have been stressed. 

Physiological and pathysiological concepts of high blood 
pressure and its complications and newer classifications of 
arterial disease have been introduced. 

Coronary artery heart diseases, manifestations, and man- 
agement have been elaborated. Pulmonary hypertension, 


acute massive pulmonary embolism, and heart disease of pul- 
monary origin and of other general system diseases have been 
described. 

Disturbances of myocardial function, circulatory and con- 
gestive heart failure have been discussed from the theoretical 
mechanistic points of view. 

Emergency situations of cardiovascular origin and their 
management, with detailed description of the method of 
resuscitation of the heart are covered. 

Some newer surgical procedures for the correction of 
cardiovascular deformities have been outlined. A chapter on 
military cardiovascular examinations and their interpretation 
has been retained. 

Over 100 new illustrations have been added. 

Newer concepts of peripheral circulation and the treat- 
ment have been presented. Also, reliable criteria of heart 
disease, the common errors in cardiac diagnosis, criteria for 
surgical intervention, and physiological data obtained by 
cardiac catheterization are fully covered. 


GEORGE R. HERRMANN, M.S., M.D., Ph.D., F.A.C.P. 
Professor of Medicine, University of Texas; Director of the Cardiovascular Service and Heart Station, 


University Hospitals; Consultant in Vascular Diseases, United States Marine 


Hospital; Consultant in 


Medicine to Surgeon General, United States Army. FOURTH EDITION, 656 pages, 215 illustrations 


(4 in color). Price, $12.50. 


THE C. V. MOSBY COMPANY, 3207 Washington Blvd., St. Louis 3, Missouri 


Please send me: 


Herrmann’s DISEASES OF THE HEART AND ARTERIES—4th Ed. ($12.50) 
O Enclosed find check. 


O Charge my account. 
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Che Practitioner's Bookshelf 


Advances in Pediatrics. By S. Z. Levine, M.D. Pp. 273. Vol. 
5. The Year Book Publishers, Chicago, 1952. 


This volume, like its predecessors, is a series of up-to- 
date monographs on the various advances in pediatrics. 
Herein are six personalized monographs of extreme in- 
terest to the pediatrician and the general practitioner 
alike. The co-authors are authorities in their respective 
fields of child care and research. 

The monograph on the treatment of bacterial endo- 
carditis by Hattie E. Alexander is excellent. The many 
pages written about the latest research available on the 
“Nephrotic Syndrome in Children”, its theoretical 
causes, and the advent of the use of ACTH are well worth 
while. I have always appreciated the difficulty, and some- 
times the futility in treating this disease; I would like to 
quote the author’s opinion: “Few diseases tax the re- 
sources of the practitioner so extensively as the ne- 
phrotic syndrome. He must be a combination of infec- 
tious disease expert, nutritionist, physiologist, and psy- 
chiatrist for the patient, and above all, to the parents.” 

The monograph on “The Relation of Vitamin K De- 
ficiency to Hemorrhagic Disease of the Newborn” is of 
interest to all physicians treating newborns. 

“Angiocardiographic Studies in Children” is of much 
interest—to read—but presumably to be used by the ex- 
perienced cardiologist familiar with these procedures. 

The monographs on “Iron Metabolism and BCG Vac- 
cinations” are enlightening and extremely interesting. 

The entire volume imparts to the reader much which 
normally would be overlooked in the usual course of 
medical reading in the various journals. Here under one 
cover are the results of excellent research by top author- 
ities in their respective fields. 

—I. Puiturs Frouman, M.D. 


A Synopsis of Ophthalmology. By J. L. C. Martin-Doyle. 
Pp. 238. Price, $4.50. The Williams and Wilkins Com- 
pany, Baltimore, 1951. 


In a work that aims at giving a bird’s-eye view of the 
entire field of ophthalmology, detailed descriptions of 
theories and techniques of ophthalmoscopy, retinos- 
copy, and surgery must of necessity be omitted. 

Dr. Martin-Doyle has written a complete little text 
which should prove invaluable for quick reference. 
Every eye condition is compactly treated. The newer 
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procedures and therapies, such as contact lenses, 
cortisone, and chemotherapy are succinctly stated. 

The book is well-written, the author having a subtle 
sense of the human approach and a fine grasp of the 
psychosomatic approach. However, the print is small 
and rather a strain on the reader’s own eyes. 

We would recommend this pocket-sized text for the 
student, the resident in ophthalmology, and the busy 
practitioner interested in eye work. Some knowledge 
of the elementary use of diagnostic instruments is a 
prerequisite for fuller usefulness of this volume. 

—A. R. Marsicano, M.D. 


Ear, Nose and Throat Diseases for the General Practitioner. 
By William McKenzie, M.D. Pp. 136. Price, $2.00. E. 
& S. Livingstone, Ltd., London, 1952. 


According to the author, this book was written from 
his experiences in private practice to discuss some of the 
more common diseases and abnormalities of the ear, 
nose, and throat which are seen by the general practi- 
tioner. 

It is presented in an interesting, well-integrated, and 
authoritative manner and is highly recommended to the 
general practitioner. The book is well printed but has 
few illustrations. —Joseru T. Puetrs, M.D. 


Congenital Dysplasia of the Hip Joint and Sequelae. By Vernon 
H. Hart, M.D. Pp. 187. Price, $5.00. Charles C 
Thomas, Springfield, Ill., 1952. 

The book begins with the forthright statement, ‘‘Or- 
thopedic surgery . . . should begin with orthopedic pre- 
ventive medicine.” The theme of preventing orthopedic 
deformities and sequelae runs through the entire book. 
The importance of early diagnosis and treatment of con- 
genital dysplasias is repeated again and again, in order 
to impress upon the reader the fact that diagnosis can 
and should be made of these congenital anomalies be- 
fore the weight-bearing period. “Begin treatment the 
very moment the deformity is observed, even if that be 
on the day of birth . . . the majority of children who are 
not treated until the age of one or later may be improved 
but are never cured and continue throughout life with 
varying degrees of disability.” 

With the present-day requirements of physical fitness 
for participation in games and sports for the growing 
child, for athletic encounters, for employment in indus- 
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in the office... 


sick people 
need nutritional support 


Whether vitamin deficiencies be 
acute or chronic, mild or severe, for 
truly therapeutic dosages specify 


THERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 25,000 U.S.P. units 
Vitamin D 1,000 U.S.P. units 
Thiamine Mononitrate 10 mg. 
Riboflavin 5 mg. 
Niacinamide 150 mg. 
Ascorbic Acid 150 mg. 


Bottles of 30, 100 and 1,000. 


ie “THERAGRAN’ IS A TRADEMARK OF E. R. SQUIBB & SONS. 


SQUIBB 


try, and for military training, the importance of early 
recognition and treatment of congenital defects is more 
important than ever before, from the standpoint of 
physical development, occupational success, and na- 
tional security. 

Many present-day backaches are the sequelae of un- 
recognized and untreated dysplasias of the hip joint. 
Congenital dysplasias of the hip joint are primarily a 
problem of the general practitioner and pediatrician; 
however, the obstetrician and roentgenologist must also 
take a part in this program. A complete clinical exam- 
ination should be the routine in every nursery, with the 
idea of finding these defects early. 

The book is well written, concise, and clearly illus- 
trated. It has a place for study and reference in the 
libraries of physicians who do any pediatric practice, 
and should be at the finger tips of the general practi- 
tioner who does his own obstetrics. 

—Joun R. Benper, M.D. 


Rheumatic Diseases. Prepared by the committee on publica- 
tions of the American Rheumatism Association. Pp. 449. 


Price, $12.00. W. B. Saunders Company, Philadelphia. 


Rheumatic diseases are presented in this book with a 
scope and clarity seldom found where many contribut- 
ing papers are used. In this case, authorities on rheu- 
matic diseases have presented talks to the Seventh 
International Congress on Rheumatic Diseases. These 
have either been used in toto or in abstract fashion, 
and have been divided to conform to subject headings 
under rheumatic diseases. 

In this fashion, the field is indeed well covered and 
presents rheumatic disease from every aspect, from the 
standpoint of etiology, laboratory studies, and treat- 
ment. 

There is a divergence of view frequently noted, as 
we would expect to find in this great field of medical 
interest. The writing, and thinking behind the writing, 
is in most cases, clear-cut and informative. 

For the doctor who wishes a book on this subject 
that is well rounded, informative, and extremely inter- 
esting, I can highly recommend Rheumatic Diseases. 

—ArTHUR N. Jay, M.D. 


Signs and Symptoms. Edited by Cyril Mitchell MacBryde, 
M.D. Pp. 783. Price, $10.00. J. B. Lippincott Company, 
Philadelphia, 1952. 


This is the second edition of Signs and Symptoms. It 
has been revised and partially rewritten. This is an ex- 
cellent book containing work from twenty-six contribu- 
tors. 

In thirty-one chapters, the art of analyzing symptoms 
and signs to make a diagnosis is thoroughly covered. An 
attempt is made to give the reader a refresher course on 
the pathologic physiology of the origin of symptoms and 
signs. Perhaps some of us need such a refreshing of our 
memories, particularly in the very practical manner 


used in this book. 
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In gathering together and correlating symptoms the 
patient enumerates, with the signs that we see, it is well 
known that a clear understanding of the pathologic and 
physiologic basis is necessary. If we then remember that 
an artfully taken history is a prime requisite, we shall 
not have great difficulty in making a diagnosis. Dr. Mac- 
Bryde quotes a diagnostician as saying: “Let me take 
the history and I will accept any good intern’s work on 
the physical findings.” 

This book is truly designed for an everyday practical 
application to the practice of medicine. For instance, 
the chapters on headache, nervousness and fatigue, and 
vertigo and dizziness are of themselves tremendously 
valuable and very worthwhile reviewing. 

Signs and Symptoms is a well-written and edited book 
which can be highly recommended. 

—ArTHUR N. Jay, M.D. 


Histopathological Technic. By Aram A. Krajian, Sc.D. and 
R. B. H. Gradwohl, M.D. Pp. 362. Price, $6.75. The C. V. 
Mosby Company, St. Louis, 1952. 


This very technical book is invaluable for patholo- 
gists, medical technologists, and research workers who 
are concerned with the preparation of tissues for micro- 
scopic examination, but it would be of no use to the 
general practitioner. 

It is a collection of routine and special methods of 
fixing, blocking, sectioning, and staining tissues of 
both animal and plant origin. 

The text is clearly and concisely written; directions 
given for the various methods are easy to follow. An ex- 
cellent new section on the ‘‘Use and Care of Microtome 
Knives” contributed by a collaborator has been added to 
this second edition. There are also new sections on the 
**Technicon” and its use, and on methods for the cyto- 
logic diagnosis of cancer. 

The format and printing are excellent. 

—Ewma S. Moss, M.D. 


From a Doctor's Heart. By Eugene F. Snyder, M.D. Pp. 251° 
Price, $3.75. Philosophical Library, New York, 1951. 

Here are refreshing words of hope, inspiration, and 
comfort from the pen of a general practitioner with a 
deep feeling for humanity. 

From the depths of his own serious illness (coronary 
heart disease), Dr. Snyder reaches out to everyone—of 
every calling and of every faith—offering a way of life 
that, if followed, could alleviate not only serious per- 
sonal illness but the “illness” that is crippling the world 
today. 

Dr. Snyder’s style is intimate and friendly—the 
reader has the feeling that the author is talking to him, 
as he reports his conversations with his understanding 
wife and his questioning son. 

From a Doctor’s Heart is an unforgettable experience 
in personal enrichment. 


—Huceu H. Hussey, M.D. 


sick people 
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When you want truly therapeutic — 
dosages of all vitamins indicated | 
in mixed vitamin therapy specify 


TH ERAGRAN 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


Vitamin A (synthetic) 
Vitamin D 

Thiamine Mononitrate 
Riboflavin 
Niacinamide 
Ascorbic Acid 


Bottles of 30, 100 and 1000. 
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pressure, diet, work, worry, 


emotional disturbances, visceroneurosis 


cause Nervous Indigestion... 


B EN TTYL offers effective, comfortable sus- 


tained relief from pain, cramps, general discomfort due to functional gastro- 


intestinal spasm. In clinical studies!» BENTYL gave gratifying to complete 


relief in 308 of 338 cases, yet was “... virtually free from undesirable side effects.’’3 


EACH CAPSULE OR TEASPOONFUL SYRUP CONTAINS: 


For safe, double-spasmolysis 
with PHENOBARBITAL......... 


When synergistic sedation is desired 


DOSAGE—ADULTS: 2 capsules or 2 tea- 
spoonfuls syrup 3 times daily, before or after 
meals. If necessary, repeat dose at bedtime. 
IN INFANT COLIC: 1% to 1 teaspoonful 
syrup 3 times daily before feeding.* 


New York CINCINNATI Toronto 


1. Hock, C. W.: J. Med. Assn. Ga. 40:22, 1951 ¢ 2. Hufford, A. R.: 
J. Mich. St. Med. Soc. 49:1308, 1950 « 3. Chamberlin, D. T.: Gastro. 
enterology 17:224, 1951 ¢ 4. Pakula, S. F.: To be published « 


Trade-mark “‘Bentyl" Hydrochloride 


visceroneurosis 


| 10 mg. 

3 
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Recent studies have shown a relationship be- 
tween vagal hyperactivity, excessive insulin se- 
cretion and certain distressing gastrointestinal 
and fatigue symptoms. 


Muir’ studied a series of ulcer patients along 
with a group of controls, to determine what rela- 
tionship might exist between episodes of ulcer 
pain and low blood sugar levels. He observed 
that pain does occur in association with hypo- 
glycemia, but that it may differ from the classical 
ulcer pain. 


The patient described such attacks as: 
coming on considerably after last feeding; of 
short duration; 


the symptomatology includes: relatively mild 
pain, empty feeling in epigastrium with in- 
tense hunger, sweating, lassitude, palpitation, 
tremor, etc. (hypoglycemic symptoms). 


The gastric component of the disturbance con- 
sisted of: 


a.) marked increase in motility ( particularly of the 
pyloric region) 


b.) increased acidity of the secretions. 


Such attacks could be induced by producing in- 
sulin-hypoglycemia. Muir could not establish the 
total mechanism involved, but it was definitely 
determined that the vagi play a part in mediation 
of the disturbance. 


HYPOGLYCEMIA @ 


Hyperinsulinism: Relation to 
Certain Gastrointestinal Disorders 


It is significant that Portis’ has observed that 
emotionally induced vagal hyperactivity leads to 
excessive insulin secretion, hypoglycemia and 
fatigue (See diagram). 


Thus the vagi can play a multiple role: 


a.) sometimes causing G-I pain directly (classical 
ulcer syndrome); 

b.) sometimes excessive insulin secretion and 
hypoglycemia with fatigue state; 


c.) sometimes fatigue syndrome accompanied by 
G-I pain. 


Extensive clinical experience shows that either 
of these disturbances can be controlled by cho- 
linergic (vagal) blockade. The use of atropine 
for this purpose is well known. However, with 
atropine the vagal inhibition (peripheral action 
of levo-alkaloid component) is complicated by 
toxic effects (accentuated central action of the 
therapeutically inert dextro-alkaloid ). 


Pure levo-alkaloids of belladonna are available 


as: 
Bellafoline (primarily 1-hyoscyamine). This 
product is: 


a.) weight for weight, twice as active as atropine 
b.) dose for dose, half as toxic. 


Bellafoline produces effective cholinergic block- 


ade’ with all the spasmolytic actions found in 
belladonna alkaloids. 


The antispasmodic effect of Bellafoline can be 
further augmented by a small dose of pheno- 
barbital. This antispasmodic-sedative is avail- 
able as Belladenal: 


a.) Elixir: each 4 cc. (approx. 1 teasp.) contains: 
0.0625 mg. (1/1000 gr.) Bellafoline 
12.5 mg. (3/16 gr.) phenobarbital 
(equivalent to 14 Belladenal tablet) 

b.) Tablets: each containing: 
0.25 mg.(1/260 gr.) Beilafoline 

50 mg. (34 gr.) phenobarbital 


1MUIR, A.: art. J. Med., 18: 235, 1949. 

IS, S., et-al: J. A. M. 1162, 1950. 3KRAMER, P. 

— a LFI NGER, F.: M. Clin. North ‘America, Boston No.: 
27, 1948. 


Brochure giving full details on this subject 
is available. Write to: 


Sandoz Pharmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, N. Y. 
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Academy Keports and News 


Chairman Reveals 133 Reports Sent In 
During First 26 Days of the Campaign 


First reports on the tuberculosis patch test cam- 
paign which is being waged by the St. Louis chapter 
of the A.A.G.P., with the co-operation of the St. 
Louis Tuberculosis and Health Society, show that 
the campaign is not only enjoying initial success but 
appears to have long-range significance. 

Dr. C. W. Schumacher, chairman of the St. Louis 
Chapter Tuberculosis Committee, announces that 
after 26 days (the program was officially started on 
June 2), 133 reports were sent in. 

“Twenty-seven positives were obtained out of 
the 133,” Dr. Schumacher points out. ‘And the 
most encouraging part of all is that follow-ups were 
done on all but one of the 27. An unexplainable ob- 
servation was that the average age of the 133 tested 
was between 45 and 55. Perhaps this is due to the 
fact that people between these ages consult the 
doctor more frequently than do the younger ones. 
This should change, however, after more people 
become aware of the necessity of the test.” 

Before the program got underway, the Tubercu- 
losis and Health Society of St. Louis made up 
10,500 testing kits which included explanatory 
pamphlets and reporting cards. These were dis- 
tributed to the members of the Retail Druggists As- 
sociation by the Wholesale Druggists, and kept on 
hand until physicians called for them. 

After the first week, the Tuberculosis Society 
was forced to place an emergency order for more 
patch tests and pamphlets, since physicians had de- 
pleted the druggists’ supply of packets. 

Dr. Schumacher says it is known that many of 
the doctors are holding a large number of report 
cards on file until more of their patients have been 
tested. Therefore, the reported number of 133 is not 
the exact total of patch tests done. Dr. Schumacher 
believes it can be estimated that this figure could 
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St. Louis Tuberculosis Patch Test Campaign Shows Good Results 


be multiplied approximately four times making 532. 

Arrangements have been made with the health 
departments of the city and county for free labora- 
tory and x-ray follow-ups on those positive reactors 
who cannot afford to have this done. 

Doctors were reminded that an exorbitant fee 
for the test or follow-up would defeat the purpose of 
the plan and were therefore asked to be reasonable 
when making a charge. 

The majority of physicians report that they made 
a charge of two or three dollars when the patient 
came to the office only for the purpose of obtaining a 
patch test, but that when one came on a routine 
visit and a patch test was deemed advisable, little or 
no additional fee was charged. 

The St. Louis chapter is very enthusiastic about 


Miss Eleanore Schmied, in downtown St. Louis Chapter office, 
busily tabulates the reports sent in by general practitioners 
regarding the tuberculosis patch testing campaign. 
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we're going back to St. Louis! 
FIFTH ANNUAL SCIENTIFIC ASSEMBLY 


March 23-26, 1953 


St. Louis—scene of the great 1950 Assembly—will again be host to the Academy in 1953, 
And this one will be even bigger and better. Four days loaded with the most impressive 
names in their respective fields. Four days devoted to a concentrated exploration of seven 
principal subject areas: 


CARDIOLOGY — DIAGNOSIS — PEDIATRICS — SURGERY 
ENDOCRINOLOGY — PROCTOLOGY — UROLOGY 


The Scientific Exhibit Section will again be designed to integrate closely with the lecture program .. . 
to round out and complete a practical, down-to-earth postgraduate course in “how to be a better gener- 
al practitioner.”” Mark those dates—NOW—as “must!”’ See hotel reservation forms next issue. 


Whether you come by train, plane, auto, or river boat . . . 
EVERYBODY CAN GET TO ST. LOUIS! 


the program’s success. It is believed that this type 
of program will stimulate interest within the profes- 
sion and encourage membership in the A.A.G.P. It 
will cultivate an informed public opinion to support 
the present medical system and demonstrate by 
favorable actions the importance of free enterprise 
in medicine and the necessity for its preservation, 
as well as uncover hidden cases of tuberculosis. 


Welcome Cards Given to Newcomers 
By Tarrant County Medical Society 


A coop public relations system, as well as a boost 
for the family doctors practicing in Fort Worth, 
Texas, is being carried out by the Tarrant County 
Medical Society in the form of welcome cards to 
the city’s newcomers. 

This card extends the society’s desire to provide 
the best medical service to new families, urges them 
to select, as soon as possible, a family doctor, who 
will be at their beck and call, and advises that a 
panel of physicians has been established to help in 
emergencies. The phone number for this emergency 
service is given. 

Dr. J. D. Murphy of the Tarrant County chapter, 
says that this card program is used in conjunction 
with the House Call Panel, which was set up 24% 
years ago by that chapter. 

The welcoming cards are taken to each new fam- 
ily by a representative of the Fort Worth Greeting 
Association. Representatives call on about 500 new 
families each month at a cost of $25 per month to 
the Medical Society. 


All Academy Chapters Can Now Obtain 
Booklets To Aid in Membership Drives 


A wearieT entitled “Dear Doctor” is heralded as a 
membership boon for any and all state chapters that 
might care to use them. The Headquarters office in 
Kansas City is serving as a dispensing station for 
these booklets which will be about $7.50 for one 
hundred copies. 

The leaflet referred to was first produced by the 
Pennsylvania chapter through the co-operation of 
Wyeth, Inc. The advantages of A.A.G.P. member- 
ship are presented with numerous sparkling illus- 
trations and a minimum of copy. 

Special credit goes to Dr. Louis Weiner and Dr. 
Herbert Nagler of Philadelphia, Dr. Ben Schneider 
of Danville, Pa., and to Wyeth executives and its 
advertising agency for the original art and ideas for 
producing ‘‘Dear Doctor.” 
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Two-Year Rotating Internship Suggested 
For Young Doctors in Rural Mississippi 


Younc physicians preparing for a career in general 
practice in smaller cities should complete a two- 
year rotating internship. This was the recommenda- 
tion of the Rural Health Committee of the Missis- 
sippi State Medical Association after a study was 
made of the need for physicians in that state. 

Three Academy members, Dr. S. K. Johnson of 
Pelahatchee, Dr. C. P. Crenshaw of Collins, and Dr. 
John B. Howell of Canton served on the committee. 
Dr. Johnson was chairman. 

The committee found that since the 1950 census 
shows the population of Mississippi is 72 per cent 
rural and since 45.9 per cent of rural physicians are 
over 60 years of age, there is an urgent need for the 
procurement of younger physicians to replace those 
who terminate their practice. 

The men felt that while Mississippi’s present 
method of placing physicians in rural areas is good, 
it could be improved. The system now requires that 
the young doctor spend a specified length of time in 
a town of 5,000 or less. 

A seven-point program was developed by the 
committee as a guide for producing more physi- 
cians qualified as family doctors in communities 
which are in need of additional medical services. 
These are: 

1. preceptorship training stressing through care- 
fully-selected preceptors the advantages of rural 
practice for senior students. 

2. general practice internships with preceptoral 
period included (all internships should be general 
rotating.) 

3. rotating or general practice residencies. 

4. training in an emergency department with at- 
tention to industrial medicine. 

5. general practice outpatient departments. 

6. encourage general practitioners to teach in 
various departments of schools when qualified. 

7. provide a program of continuing education for 
general practitioners. 


Educators Say Students Not Adapted 
To Medical Careers Should Be Barred 


A PRELIMINARY report recently released on a two- 
year survey made by a committee of educators on 
premedical student training, indicates that it is the 
college’s responsibility to prevent students who are 
not well suited for a career in medicine from plan- 
ning to enter medical school. 
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No. 5 of a series 1) In the treatment of alcoholism with "Antabuse"... | 


Q. Does "Antabuse" potentiate the 
sedative effect of barbiturates? 


A. No. We have seen no clinical 
evidence that there is a potentia-— 
tion of the sedative effect of 
barbiturates by "Antabuse" when 
both drugs are used in ordinary 
therapeutic dosages. In animals, 
however, a potentiating effect has 
been shown but only when doses of 
barbiturates far beyond the 
clinical range were employed. 


The above is typical of the count— 
less questions received from the 
medical profession. Should you 
require further information re— 
garding this or any other aspect 
of "Antabuse" therapy, please feel 
free to call on us. Descriptive 
literature is available on request. 


Brand of specially prepared and highly purified 
tetraethylthiuram disulfide 


-++@ "chemical fence" for the alcoholic 


Supplied in tablets of 0.5 Gm., 
bottles of 50 and 1,000 


Ayerst, McKenna & Harrison Limited 
New York, N. Y. © Montreal, Canada 
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A complete report will be published this fall by 
the committee. 

Recommendations of the preliminary report sup- 
port the general practitioners’ views. Foremost 
among the reforms requested are a better-balanced 
education program for premedical students, a better 
guidance system while the student is preparing, 
better relationship between the medical school and 
liberal arts college, give more attention to individual 
differences, and the need for better teaching on the 
undergraduate level. 

In summing up its findings, the committee sug- 
gests that more effort be made early in the college 
career to evaluate the student’s personality, charac- 
ter, motivation, and academic performance, and to 
persuade weak and unpromising students to change 
plans. 


Two-Year General Practice Residency 
Now in Indianapolis Methodist Hospital 


A TWO-YEAR residency in general practice has been 
established at the Methodist Hospital in Indianap- 
olis, according to a report received from A.A.G.P. 
Vice-president Lester D. Bibler, who is a member of 
the Education Committee of the Section on General 
Practice of the A.M.A. 

The 24 months of training consists of four months 
each in medicine, surgery, obstetrics and gynecol- 
ogy, pediatrics, and outpatient department, and 
two months each of x-ray and clinical pathology. 
These services will be taken consecutively so that 
there would be no completion of the program in 
one year. 

The general practice resident would have ap- 
proximately four beds available at all times in the 
hospital for patients under his care with staff super- 
vision. 

The program stipulates that the general practice 
resident should have a patient load of 20 to 25 pa- 
tients in the hospital at all times—these patients to 
be provided through the courtesy of general practi- 
tioners on the active staff of the hospital. 

Dr. Bibler states that the resident is expected to 
attend all autopsies on his cases unless there is a 
valid excuse provided in writing, make ward rounds 
with members on the active staff in general practice 
one hour each day, and attend all staff and section 
meetings of his department, as well as special 
courses in the basic sciences. Such attendance should 
not fall below 75 per cent of total number of meet- 
ings and if lack of interest were displayed by such 
residents, the residency would be cancelled. 
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Ants in the Printers’ Plants 


SMALL BELLOW 


Dr. MELvitte delivered a boy, Thursday, at 
the home of Mr. and Mrs. Peter Barks. The 
proud parents named the little bellow Thomas 
Henry.—Jethroe (Ark.) Beacon. 


YOUR CHOICE 


**30 sleeps for $1.” ‘Wake up and live— 
79 cents.”—Adjacent advertisements on a 
Chicago bus. 


SCARED BY A TINSMITH 


“Tp Give anything if it had been a girl,” mur- 
mured the mother. “Just be patient,” admon- 
ished the doctor. Fifteen minutes later he de- 
livered a tin girl.—Moline (Ohio) Examiner. 


SPECIAL SERVICES 
Tue baptism of children and adults will take 


place, as is our custom, at the Palm Sunday 
Service, at 10:30. All persons interested in 
having children or in being baptized are asked 
to call at the church office.—Minneapolis 
(Minn.) Church Bulletin. 


GENERAL PRACTICE? 


Dr. James Houcuton and Miss Martha 
Weimer set out in the doctor’s car for Se- 
damesville to obtain a marriage license, but 
about two miles out of town the bride and 
groom-to-be skidded off the road into 2 cuddle. 
It took two state troopers an hour to get them 
out, but they got to the license bureau before 
it closed.—Maywood (Md.) News. 
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Good Percentage of Coloradoans 
At Meeting Give to Building Fund 


Bumpinc fund contributions at a recent meeting of 
the Colorado chapter came from more than 20 per 
ceat of the members present. 

In congratulating Dr. Cyrus W. Anderson, a 
member of both the Colorado State Building Fund 
Committee and the A.A.G.P. Building Fund Com- 
mittee, as well as Dr. Martin Van Der Schouw of Ft. 
Collins, for their efforts in making such a good 
showing, Dr. John R. Fowler of Spencer, Mass., said 
that the Colorado meeting contribution percentage 
is a hard one to beat. Dr. Fowler is chairman of the 
A.A.G.P, Building Fund Committee. 

Four of the Colorado contributors each gave $100, 
which has placed them in the Century Club mem- 
bership. 


Cyrus W. Anderson, M.D. of Denver holds both 
stote and national building fund committee posts. 


Study Credit Approved for Metabolism 
And Endocrinology Course in Florida 


THE PROGRAM of the Fifth Annual Postgraduate 
Assembly in Endocrinology and Metabolism has 
been accepted for postgraduate study credit by 
the A.A.G.P. 

The course will be held November 3-8 in Miami 
Beach, Fla. It will be an intensive and practica! re- 
view of the newer developments in endocrinology 
and metabolism with emphasis on these subjects 
to general medicine. 
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Registration, which is limited to 200, closes 
October 1. Applications should be made to Dr. 
Henry H. Turner, Endocrine Society, 1200 North 
Walker, Oklahoma City, Okla. 

Physicians are urged by the Society to get their 
absentee ballots and vote before they leave home. 


Award of Merit Given GP for Editorial 
Excellence by Industrial Marketing 


An Awarp of Merit, a framed plaque which lauds 
GP for its editorial excellence, has been given to 
GP by Industrial Marketing of Chicago as a result 
of its 14th annual Editorial Achievement Compe- 
tition (See cut). 

The contest, sponsored by Industrial Marketing, 
a magazine of selling and advertising to business 
and industry, was open to industrial, merchandising 
(trade and export), and the institutional and pro- 
fessional classes. 

GP came in the latter category. Since the com- 
petition covered the period ending December 31, 
1951, the merits of the Academy’s magazine were 
based on the February, 1951, issue. It won in 
competition with the nation’s leading institutional 
and professional magazines. 


Jor Editorial 
Excellence 
Class, Institutional and Professional Papers 
1952 
AWARD OF MERIT TO 


INDUSTRIAL 
MARKETING 


Award of Merit received by GP from Industrial 
Marketing “for outstanding graphic presentation.” 


Allentown, Pennsylvania General Hospital 
Establishes a General Practice Section 


ANNOUNCEMENT of the establishment of a general 
practice section in the staff of the Allentown, Penn- 
sylvania General Hospital has been received from 
Academy members in Pennsylvania. 

An Allentown general practitioner, Dr. Charles 
K. Rose, Jr., has been named chief of the new 
section. Dr. Rose also became president-elect of 
the Pennsylvania chapter by a unanimous vote at 
the chapter’s scientific session in Bedford Springs 
recently. 

He was instrumental in getting the section es- 
tablished in the hospital, which is an institution of 
approximately 600 beds. 


Le Concours Medical, outstanding French 
Medical Journal, Has Article on AAGP 


A Brussets, Belgium, physician explains the pro- 
gram of the American Academy of General Practice 
to European doctors in a recent issue of the French 
medical journal, Le Concours Medical. 

This article is of special significance since Le 
Concours Medical is the most widely read of the 
French medical journals. It has been published for 
24 years. 

Before Dr. Rene Sand wrote the article, he 
gathered pertinent information from the Academy 
Headquarters. Since the article’s publication, Dr. 
Sand sent a copy of the journal to the A.A.G.P. 
office. 

Dr. Sand discussed the general formation of the 
Academy, why it had been established, the inte- 
gration of general practitioners into hospitals, and 
the general practice training required. 


AAGP Worry-Problem Viewpoint Presented 
In Recent Issue of “Parade” Magazine 


Wi: publicity was recently given the Academy and 
its educational program through the pages of 
**Parade,” the Sunday magazine section of the St. 
Louis Post-Dispatch, which is also syndicated across 
the country in other metropolitan newspapers to a 
circulation tune of more than five million. 

Featured in its July 6 issue is an illustrated article 
produced by journalist Robert Goldman after con- 
sultation with GP’s managing publisher Mac F. 
Cahal, who also is executive secretary of the Acad- 
emy. 


Titled ‘Are You Worrying Yourself Sick?”’ the 
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Specific in Diagnosis. ‘The symptomatic response of 
acute gouty arthritis to the use of colchicine is both 
dramatic and diagnostic.” 

Specific in Therapy. “The mainstay of treatment of 
acute gouty arthritis is still colchicine... 
“Salicylates cause a maximum increase in the excretion 
of uric acid and give a satisfactory analgesic effect.’ 
Specific in Prophylaxis. ‘Colchicine has a pre-eminent 
place also in the prophylaxis of acute gout. . .”? 
Salicylates are advocated for routine use with colchi- 
cine between attacks of acute gouty arthritis.* 


when the 
findings 
suggest 


GOUTY 
ARTHRITIS 


prescribe... 


Each neocytate* with coucnicine Entab* contains: 

Sodium Salicylate.......... 0.25 Gm. (4 gr.) 
Para-Aminobenzoic Acid .... . 0.25 Gm. (4 gr.) 
Ascorbic Acid 20.00 mg. (1/3 gr.) 
0.25 mg. (1/250 gr.) 


Supplied: Bottles of 200,500, and 1000 yellow, capsule- 
shaped tablets (enteric coated). 


Also available: NEOCYLATE Entabs and Syrup 
NEOCYLATE (without colchicine). 
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Atherosclerosis, cirrhosis of the liver, and 

: fatty liver, once considered irreversible 
degenerative diseases, are now recognized 
as amenable to new therapeutic methods. 
Chief among these is the use of lipotropic 
agents. 

CHOLIMETH* fortified . .. provides a potent combination of inter- 
related lipotropes for maximum benefit 
in these disorders. 

I 350 mg. CHOLINE BITARTRATE ... supplying “the most effective lipotropic 
agent found to date. ..”* 
§) )) 100 mg. METHIONINE . . . “a precursor for choline . . . apparently is 
—_ ~p le 4 necessary for the regeneration of cells.”* 


3 100 mg. INOSITOL . . . “exerts a favorable effect on the lipotropic 
. action of choline and its precursors”;* 
inositol and choline given together are 
AX 2 megm. more effective than either given alone.‘ 
VITAMIN B,, (crystalline) . . . “one of many food factors essential to fat 
control”;’ appears necessary for trans- 
methylation processes involved in syn- 

thesis of choline.’ 

Literature on request SUPPLIED: Bottles of 100 and 500. 
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article points out that with added recognition of 
psychic factors in somatic illnesses, general practi- 
tioners are stressing the importance of the happy 
family unit to emotional and physical health. 

Mr. Cahal is quoted as saying: 

"Today the family doctor expects to see, and 
does see, more and more patients with emotional 
problems. He expects to serve as advisor and coun- 
selor for patients with worries, fears, and other 
emotional difficulties. 

**At Academy meetings, subjects like ‘the prob- 
lem drinker,’ the ‘teenager,’ and ‘the 40-year-old 
age group’ have been given increased emphasis. 
When a person walks into a doctor’s office today 
with an aching stomach, it is not considered as 
just a defective part of the person’s body. That 
stomach ache is viewed in relation to how the per- 
son feels about his family, his job, and society as 
well.” 

With emotional problems and psychosomatic dis- 
turbances now considered universal rather than 
peculiar to a segment of the population, many doc- 
tors’ organizations (as well as psychiatric groups) 
are doing something about it, the article concludes. 
It was in this connection that the educational pro- 
gram of the American Academy of General Practice 
was cited. 


Army Medical Service Schedules Courses 
For Military and Civilian Physicians 


Tue First of 17 short postgraduate courses on sub- 
jects of major medical importance, which are to 
be conducted the rest of this year by the Army 
Medical Service, is now underway. The instruction 
is open to both military and civilian physicians. 

Psychotherapeutic medicine is the topic of the 
course now in progress which will end September 
6 at Fitzsimmons, Letterman, and Walter Reed 
Army Hospitals. 

Other courses being offered at Fitzsimmons Hos- 
pital, Denver, are pulmonary diseases, September 
22-26; heart disease, November 10-15; and physio- 
logic considerations in general surgery, December 
1-3. 

At Letterman Hospital, San Francisco, current 
trends in internal medicine will be given October 
20-24. 

Army and Navy Hospital, Hot Springs, Ark., has 
a course on arthritis and allied diseases scheduled 
for December 1-5. 

Other courses scheduled at Walter Reed Hos- 
pital, Washington, D. C. are cancer detection, Sep- 
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tember 22-26; physical medicine, October 1-3; 
radiology, October 14-16; internal medicine, No- 
vember 3-8; surgery, November 17-21; clinical 
pathology, December 8-12. 

Brooke Army Hospital, Fort Sam Houston, Tex., 
will have a course on tumor surgery, October 13-17. 

Armed Forces Institute of Pathology, Washing- 
ton, D. C., will have a radiation injuries course, 
October 20-24; and forensic pathology, December 
1-5. 


Medical News in Small Doses: 


Top positions in the Nevada State Medical Asso- 
ciation have gone to Nevada Academy members. 
Dr. Leslie Moren of Elko has been named presi- 
dent-elect and Dr. Gerald Sylvain of Las Vegas is 
first vice-president. A third honor goes to Mrs. C. 
D. Lambird, wife of Academy member Dr. Lambird 
from Sparks, who is president-elect of the Nevada 
State Medical Auxiliary. ... Dr. E. Sinks McLarty 
of Galveston, who has been instrumental in estab- 
lishing a working bond between the Academy and 
the University of Texas, has been appointed direc- 
tor of extramural education at the University’s 
School of Medicine by the Board of Regents. Dr. 
McLarty is a new member of the A.A.G.P. Com- 
mission on Education, being chosen at a recent 
Board of Directors’ meeting. ... A new member 
of the council of the Kansas Medical Society is Dr. 
Clyde W. Miller of Wichita, a member of the A.A. 
G.P. Commission on Membership and Credentials. 
... American Trudeau Society invites the sub- 
mission of abstracts of scientific papers for presen- 
tation at its annual meeting in Los Angeles, Calif., 
May 18-22, 1953. ... New Jersey general practi- 
tioners, Drs. Harry Taff and Nicholas D’Ambola 
are active in assisting St. Michael’s Hospital of 
Newark in developing a general practice section. 
... Dr. Taff has been named chairman of the 
General Practice Sub-committee to the Advisory 
Committee on Medical Practice of the Medical 
Society of New Jersey. ... At the recent conven- 
tion of the Medical Society of New Jersey, the 
General Practice Section, under the chairmanship 
of Dr. Edwin Rosner, drew the best attendance of 
any section. ... During the three-day, September 
30-October 2, Rocky Mountain Regional Institute 
on Alcoholism in Denver, special consideration will 
be given to the role of the general practitioner in 
the management of the “problem drinker.” ... 
A.A.G.P. Member, Dr. Richard C. Miller of Day- 
ton, has been named president-elect of the Mont- 
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PABIRIN 


Whenever massive salicylation is Yt 

required, Pabirin provides en- 

hanced salicylate therapy with the 

safety of lower salicylate dosage. ARTHRITIS 

The combined effect of para-amino- 

benzoic acid and acetylsalicylic acid, - NEURITIS 

as provided in Pabirin, produces 

higher therapeutic plasma levels than 

are possible from the administration * MYOSITIS 

of like amounts of salicylate alone. 

Thus Pabirin can induce rapid salicylate 

saturation with smaller and less frequent 

dosage. These advantages enhance both its >». RHEUMATIC FEVER 

efficacy and acceptability in acute rheumatic 

fever and acute gouty arthritis. 
Pabirin is also highly useful for the relief of pain A 

in rheumatoid arthralgia, as well as in myalgia and neural- ail 

gia. The anodyne effects of Pabirin in these conditions are apparent from 

smaller doses than those necessary for a specific antirheumatic and anti- 

inflammatory response. When pain is particularly severe, the augmented 

analgesic action of codeine plus salicylate is provided by Pabirin With 

Codeine, which supplies, in addition to the salicylate of Pabirin, 4 gr. of 

codeine phosphate per capsule. 


GOUTY ARTHRITIS 
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Each Pabirin capsule contains: 
Para-aminobenzoic Acid.... 
Acetylsalicylic Acid 

Ascorbic Acid 
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gomery County (Ohio) Medical Society. Dr. Miller, 
41, is the youngest man for the honor in the 103- 
year history of the society. ... The outstanding 
general practitioner of the year in New York State, 
as selected by the Medical Society of New York, 
is Dr. Percy G. Waller of New Baltimore. . . . Fore- 
most of the family doctors in Texas is Dr. John 
Maston Travis of Jacksonville, who was named 
“General Practitioner of the Year’ by the Texas 
Medical Association in Dallas. 


Banquet speakers, President R. B. Robins (left) and Dr. E. H. 
Rynearson (right), flank Minnesota chapter Prexy J. A. Blake at 
the speakers’ table. 


NEWS FROM 


THE STATE CHAPTERS 


Four hundred-twenty members and guests of the 
Minnesota chapter of the A.A.G.P. attended the 
chapter’s annual banquet which was the social 
highlight of the meeting recently in Muineapolis. 
Academy President R. B. Robins of Camden, Ark., 
and Dr. E. H. Rynearson of the Mayo Clinic were 
guest speakers. (See cut) 

Since the chapter meeting was held in con- 
junction with the annual meeting of the Minnesota 
State Medical Association, the Minnesota chapter 
had an exhibit which showed the activities of the 
family doctors’ organization. (See cut) 

The next big event for Minnesota physicians 
is a one-day refresher course October 29 at the 
Curtis Hotel in Minneapolis. 

The Texas chapter is co-operating in three ac- 
tivities which are proving of value to physicians 
in the Lone Star state. The telephone broadcast 
programs, sponsored by the Texas Medical Asso- 
ciation this past year, were so successful that four 
telephone programs are being planned for the fiscal 
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year. The Texas chapter has been asked to poll its 
membership to determine the subjects to be dis- 
cussed and participants for the programs. 

These general practitioners are already taking 
part in the preceptoral program which is being 
instituted at the University of Texas Medical 
School. 

The latest action is the offer of the Texas chap- 
ter to help communities needing physicians to get 
in touch with doctors looking for new locations. 
This is being carried out through the Medical 
Association’s Physicians Placement Service. 

The annual social meeting and picnic of the 
New Hampshire chapter was held July 13 at the 
Home of Dr. Nathan Brody in Laconia. The board 
of directors held a meeting that same day. 

New Hampshire’s annual business meeting will 
be held early in October. Later that month, on 
October 29, a breakfast for members of the chapter 
will be held at the New England Postgraduate 
Assembly in Boston. 

September 8 is the date of the luncheon for 
Academy members at the combined New Hamp- 
shire-Vermont Medical Society meeting at Bretton 
Woods. 

The Wlinois chapter announces its fourth an- 
nual postgraduate program, entitled “Medicine for 
Today,” which will begin October 8. The series of 
integrated weekly lectures will be held October 8- 
November 12 and March 25-April 29, 1953. 

The program consists of four main subjects— 
renal disorders, the surgery of acute trauma, clini- 


Minnesota chapter activities are exhibited in a 
booth on the floor of the Minnesota State Medical 
Convention. Persons responsible for the display 
are (left to right) Drs. F. W. Larson, H. E. Drill, J. A. 
Blake, W. F. Herbert, A. J. Ross, and W. J. Oppen. 
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Daytime sedation. 
without hangover 


| Restful sleep- without hangover 
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cal cardiac problems, and childbirth injuries. The 
lectures will be given for periods of two hours each 
week, Thirty hours of postgraduate study credit 
will be given for attendance. 

Names of the registrars for these courses were 
carried in the July chapter news. 

Social events and business were combined at 
the annual meeting of the Tidewater (Virginia) 
chapter which was held June 4 at Virginia Beach. 
Highlight of the business session was the election 
of officers. Dr. Richard M. Reynolds was named 
to the top post, Dr. William L. Taliaferro was 
elected vice-president, Dr. Howard I. Kruger, sec- 
retary, Dr. Franklin H. Cohen, treasurer. Virginia 
State Chapter President Dr. John O. Boyd was 
guest speaker at the banquet. 

The scope of the activity 
of the Memphis (Tennessee) 
chapter in the general prac- 
tice program at the Univer- 
sity of Tennessee has paved 
the way for an executive sec- 
retary for the chapter. Al 
Wolfle, a hospital adminis- 
trator for several years, has 
been given the job. 

Seventy-five doctors and their families attended 
the Delaware chapter’s second annual picnic which 
was held at Chadds Ford, Pa. this year. Among the 
visitors were Dr. and Mrs. Samuel Garlan and 
daughter of New York City, Dr. and Mrs. Horace 
Eshbach of Drexel Hill, Pa., and Dr. and Mrs. 
Edwin Rosner of Collingswood, N. J. 

The Delaware chapter has asked the state gov- 
ernor, Elbert N. Carvel, to appoint a commission 
of physicians and educators to investigate the feasi- 
bility of setting up a college of medicine at the 
University of Delaware. 

In a formal resolution on the subject, the Dela- 
ware chapter’s board of directors also suggest that 
the governor place at least one general practitioner 
on that commission. 

The Michigan chapter announces the possibility 
of forming a congress of delegates at its annual 
meeting November 12 in Lansing. 

Dr. Michael W. Schultz of Hollis was named 
president-elect of the Queens County (New York) 
chapter at a recent meeting in Forest Hills. At this 
meeting Dr. Henry Eisfelder of Flushing was in- 
stalled as president for this year. Other officers 
chosen for 1953 are Dr. Dominic C. Oddo of 
Flushing, secretary, and Dr. George J. Goldberg 


of Woodhaven, treasurer. 
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POSTGRADUATE ASSEMBLY 
IN ENDOCRINOLOGY AND METABOLISM 
November 3-8, 1952 


MIAMI BEACH, FLORIDA + RONEY PLAZA HOTEL 


An intensive one-week course sponsored by THE ENDOCRINE 
Society, consisting of lectures, clinics, laboratory demon- 
strations, and scientific exhibits of interest not only to the 
specialist but those in general practice. 

The faculty will consist of 20 clinicians and investigators 
eminently qualified in the fields of endocrinology and me- 
tabolism. A simultaneous translation of all lectures into 
Spanish will be provided through earphones. Copy of the 
proceedings of the Assembly will be available to all regis- 
trants. The program has been approved by the American 
Academy of General Practice for postgraduate credit. 


FEE: $75. Attendance limited to 200. Registra- 
tions, in order of checks received, will close October 
3, 1952. 


Forward application on your letterhead, together with 
check payable to The Endocrine Society, to Henry H. 
Turner, M.D., Secretary-Treasurer, 1200 North Walker 
Street, Oklahoma City 3, Oklahoma, before October 3, 1952. 
Further information and program will be furnished upon 
request. 


BETH ISRAEL HOSPITAL 
BOSTON, MASS. 


TWO POST GRADUATE COURSES IN 


Practical 


Electrocardiography 


FOR GENERAL PRACTITIONERS AND BEGINNERS 


(A). 5 days, 9 A. M.-4 P. M., Nov. 3-7, 
1952 inclusive 


(B). 10 Wednesday afternoons, 2-5 P. M., 
Nov., Dec., 1952, and Jan. 1953 


For Information Address: 
Dr. Joseph E. F. Riseman 
BETH ISRAEL HOSPITAL 


330 BROOKLINE AVENUE, BOSTON, MASSe 
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Not three...but Four 


Four factors are now recognized 
in the treatment of peptic ulcer... 


] Neutralizing hyperacidity. KOLANTYL includes a superior 
antacid combination (magnesium oxide and aluminum hydroxide, 
also a specific antipeptic) for two-way, balanced antacid activity. 


2 Protecting the crater. KOLANTYL includes a superior de- 
mulcent (methylcellulose, a synthetic mucin) which forms a 
protective coating over the ulcerated mucosa. 


3 Blocking spasm. KOLANTYL includes a superior antispasmodic 
(Benty!) which provides direct smooth-muscle and parasym- 
pathetic-depressant qualities . . . without “belladonna backfire.” 


includes 


th factor 


the important 


4 Inactivation of lysozyme... with a proven antilysozyme, 
sodium lauryl sulfate. Laboratory research*** and clinical 
results‘ indicate that the enzyme lysozyme is one of the etiologic 
agents of peptic ulcer. By inhibiting or inactivating lysozyme, 
KOLANTYL—and only KOLANTYL—provides the important 
4th factor toward more complete control of peptic ulcer. 


DOSAGE: Two tablets every three hours as 
Merrell needed for relief. Mildly minted, Kolanty] tablets 
1828 may be chewed or swallowed with ease. 


New York - CINCINNATI - Toronto 


1.Meyer, K. et al. Am. J. Med. 5:482,1948. 2. Wang, K. J. and Grossman, M. I. Am. J. Phys. 155:476,1948. 3.Crace, W. J. Am. J. Med. Se. 217:241,1949. 
4. Hufford, A. R. Rev. of Gastroenterology, 18:588, 1951. Trademarks ‘“‘Kolantyl,” “Bentyl” 
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Six veteran physicians, who have served their 
communities for more than 40 years, were made 
honorary members of the Rensselaer County (New 
York) chapter at a recent meeting. Honorees were 
Drs. William Trotter, John H. F. Coughlin, and 
Henry F. Albrecht of Troy, Clayton L. Gifford of 
Watervleit, C. H. Sproat of Valley Falls, and 
George Dufty of Nassau. At this meeting Dr. John 
F. Mosher, president of the Albany chapter, was 
guest speaker. 

The New Jersey chapter is planning a one-day 
scientific session to be held December 13 in New- 
ark. All of the program plans have not been an- 
nounced, but a business session, the scientific pro- 
gram, and social activities promise to make it a 
busy day. Mmes. Edwin Rosner, Aaron H. Hor- 
land, Arthur P. Trewhella, and R. Louis Silverman 
are in charge of the social affairs. 

Middlesex, the first county chapter in New Jer- 
sey, was set up in May through the encourage- 
ment of the state chapter. Dr. Charles Calvin of 
Perth Amboy was elected president and Dr. Mal- 
colm Dunham of Woodbridge, secretary. Two mem- 
bers, Drs. G. Sherman and Joe Lang, were named 
delegates to the New Jersey chapter meeting in 
December. 

The West Virginia chapter held its meeting dur- 
ing the 85th annual meeting of the West Virginia 
State Medical Association in White Sulphur Springs 
recently. The scientific program on the coronary 
problem was presented by Dr. Alphonse McMahon, 
associate professor of internal medicine at St. Louis 
University School of Medicine. 

Congratulations go to the Maryland chapter for 
its new chapter publication called the ‘News 
Letter.” The first issue appeared in May under 
the editorship of the chapter secretary, Dr. Nathan 
E. Needle of Baltimore. 

Poliomyelitis was the subject of Dr. Arthur F. 
Abt of Chicago who was guest speaker at the re- 
cent scientific session of the Tulsa (Oklahoma) 
chapter. Other guests at the meeting were Dr. 
Malcolm Phelps of El Reno, Dr. Allen Gibbs, Dr. 
Marvin B. Glismann, and Dr. Warren B. Poole of 
Oklahoma City, Dr. Ned Burleson of Prague, Dr. 
George L. Kaiser of Muskogee, and several others 
from different areas of the state. The Tulsa chap- 
ter, which was organized in September, 1951, now 
has a membership of 50. 
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Social time. Several Academy members, representing the Wash- 
ington chapter that played host recently to University of Washing- 
ton senior medical students at a banquet in Seattle, are shown 
engaging in a bit of social chatter. Left to right are Dr. James 
Standard, president-elect of King County chapter of the A.A.G.P., 
Dr. Frederick Judy and Dr. Quentin Wood of Seattle, Mrs. Klarese 
Dorpat, a senior medical student, and Dr. W. E. Rownd, president 
of the Washington chapter. — 


Washington chapter president Dr. W. E. Rownd 
was a special guest at a recent meeting of the 
Southwest Washington chapter (Clark, Cowlitz, 
Wakiakum and Skamania counties) in Longview. 
Dr. J. L. Norris of Longview was local chairman 
and Dr. Clyde B. Hutt of Vancouver presided. 
The program presented by the University of Oregon 
Medical School consisted of a panel discussion on 
surgery versus medicine in selected gastro-entero- 
logic problems. More than fifty chapter members 
attended. 

The fourth annual scientific meeting of the 
Mississippi chapter will be held at Biloxi, Miss., 
September 17-18. The committee in charge has 
planned an outstanding scientific program, many 
special scientific exhibits, the usual reception, ban- 
quet, and dance, and an abundance of entertain- 
ment for the ladies. 

One hundred ten persons attended the first 
Father and Son Picnic of the Alameda-Contra Costa 
(California) counties’ chapter which was held re- 
cently at the ranch of Dr. Demetrio Jeffry near 
Clayton. A full evening’s entertainment was cli- 
maxed by after-dinner remarks by several chapter 
members, including Dr. Stanley Truman of Oak- 
land. 
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THESE PILLS ARE COMPULSORY 


To Dr. Husert Royster this journal is indebted 
for a clipping from the Savannah Georgia, Morning 
News, which offers an interesting comment on the 
British National Health Service. According to this 
article, British doctors have asked the government 
to fine those who do not take the pills prescribed 
for them. 

Their reasoning is that if it is the government’s 
duty to protect the people’s health, this duty is 
shirked if the government does not require the 
people to take the medicine prescribed for them in 
order to maintain their health—even though such 
regulation would interfere with the custom now 
said to be prevalent in Great Britain of trading pre- 
scriptions for lipstick or cosmetics or shaving cream 
or other booty. 

The suggestion was made by the Morning News 


that the patient be required to take the pills back to 
the doctor’s office and swallow them in his presence. 

An alternate plan suggested was to have a “pill- 
taker-watcher” to see that the medicine was swal- 
lowed according to directions. 

The article ends with this logical conclusion: 

**The one clear fact that stands out in this whole 
matter is that when people depend upon their gov- 
ernment for their pills, they must swallow whatever 
pills the government gives them—and this is true 
not only in socialized medicine but in federal aid to 
education and in subsidized agriculture and in price 
control and in every other field in which the govern- 
ment takes over the responsibility which the people 
should retain in their own hands. Let’s remember 
that fact.”—From the North Carolina Medical Jour- 
nal, May, 1952. 


THE COMPLETE ULTRAVIOLET SPECTRUM LAMP 


THE CHOICE OF DOCTORS EVERYWHERE BECAUSE OF ITS OUTSTANDING PERFORMANCE. 


A_ PARTIAL LISTING OF DISEASES 
IN_ THE TREATMENT OF WHICH 
ULTRAVIOLET RADIATIONS HAVE 
PROVED OF IMPORTANT VALUE. 


SKIN DISEASES .. . lupus vulgaris, 
acne vulgaris, eczema, psoriasis, 
pityriasis rosea, indolent ulcers. 

SURGERY .. . sluggish wounds. 

CARE OF INFANTS & CHILDREN .. . 
rickets, infantile tetany or 
spasmophilia, osteomalacia. 

PREGNANT & NURSING MOTHERS 
. .. preventive measures for rickets. 

TUBERCULOSIS .. . of the bones, 
articulations, peritoneum intestine, 
larynx and lymph nodes, sinuses. 

Also . . . erysipelas—as an adjuvant 
in the treat t in dary 


anemia. 
REE—FOUR NEW TREATISES ON 


ULTRAVIOLET RADIATIONS. 
WRITE DEPT. GP-9.52 


Chemical & Mfg. Co., Newark 5, N. J. 
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and each 5 cc. of elixir 
‘sulfate, 0.1037 mg., 


RICHMOND. 20, VA.. 

Ethical Pharmaceuticals 


fee full codecne analgesia 
on small codeine dosage. 


When pain is too severe for relief by common 
analgesics, the use of Phenaphen with Codeine can 
often postpone or avoid resort to other narcotics. 
The additive influence of Phenaphen’s ingredients — 
phenacetin, aspirin, phenobarbital and hyoscyamine 
sulfate—synergizes its codeine phosphate... permits 
its use in small dosage, free from its frequently 
adverse side-effects. Phenaphen with Codeine 

treats not only the pain, but “patients in pain” 

easing the entire pain reaction pattern. 


PHENAPHEN 


(The original non-narcotic formula) 


PHENAPHEN WITH CODEINE PHOSPHATE % GR. 
(Phenaphen No. 2) 


PHENAPHEN WITH CODEINE PHOSPHATE ‘2 GR. 
(Phenaphen No. 3) 


A. H. ROBINS CO., INC. RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 
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1953 POST-ASSEMBLY TRIP CENTERED AROUND 


MEXICO MEETING 


Goop news for those who have been wondering 
about Post-Assembly plans following the 1953 
Scientific Assembly in St. Louis! 

Arrangements are being formulated at this time 
for a trip to Mexico in connection with a one-day 
clinical meeting to be held jointly with the Confed- 
eracion Medico de Mexico on April 1, 1953. 

Because it is often impossible to be away from 
local practice for an extensive length of time, every 
consideration has been given to this important factor 
in completing trip arrangements. Therefore, the 
itinerary planned will allow attendance at the As- 
sembly in St. Louis, with a week in charming Old 
Mexico, in time varying from two weeks to sixteen 
days, depending upon the mode of transportation 
utilized. 

For those desiring to travel by rail, there will be 
an A.A.G.P. Special Train leaving St. Louis Thurs- 


day, March 26, travelling via Monterrey, Saltillo, 
and San Luis Potosi, arriving in Mexico City Sat- 
urday, March 28. Those going by plane will leave 
St. Louis Friday, March 27, and arrive in Mexico 
City the same evening. 

Accommodations for the trip will be provided at 
choice hotels, and all sightseeing will be done by 
private limousine. 

Members who fly will be home on Sunday, April 7, 
and those travelling by rail will be back in Chicago 
on Monday, April 8 and the East or West Coasts on 
Tuesday the 9th. 

Additional time in Mexico will of course be offered 
to those desiring, with an extension to include Garci 
Crespo and Fortin, or Acapulco—or both. 

A most cordial welcome to the Academy has been 
extended from the Confederacion Medico de Mexico 
and there is every indication that a most representa- 


VOLUME INDEX 


Copies of the Subject and Author Index of 
Volume V of GP are now available free 
of charge to subscribers who wish to have 
them. Readers who wish to preserve their 
copies of GP by binding them into volumes 
will want to include the Volume Index. 
Copies are available upon request to 
Circulation Manager, GP Magazine, 406 


West 34th Street, Kansas City 2, Missouri. 


A dividend of twenty-five cents 


($0.25) per share has been de- 
clared payable August 20 tostock- 
holders of record August 5, 1952. 
The transfer books will not close. 
Bankers Trust Company of New 
York will mail the checks. 
Edward Henderson, M.D. 
Secretary 
ScHERING CORPORATION 
Bloomfield, N. J. 
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Acid Control in Peptic Ulcer 


WITHOUT CONSTIPATION 


Modern antacid therapy with alu- 
mina gel is usually successful. But in 
many cases constipation ensues. 

Then you have the incongruous sit- 
uation of the patient dosing himself 
daily with laxatives in addition to his 
regular alumina gel intake. 

You can help nearly every patient 
avoid this disturbance by prescribing 
Gelusil. Unlike most alumina gel prep- 
arations, it is singularly free of consti- 
pating Gelusil embodies a 


unique form of non-reactive aluminum 
hydroxide gel combined with magnesi- 
um trisilicate. It helps control gastric 
hyperacidity without causing consti- 
pation. 

Prescribe Gelusil in liquid or tab- 
lets. Bottles of 6 or 12 0z.; boxes of 50 
or 100 tablets. 


1. Seley, S. A.: Am. J. Dig. Dis. 13 :238 (July) 1946. 
2. Rossien, A. X.: Rev. of Gastroenterol. 16 :34-52 
(Jan.) 1949. 3. Rossien, A. X. and Victor, A. W.: 
Am. J. Dig. Dis. 14 9 (July) 1947. 4. Batter- 
man, R. C. and Ehrenfeld, I.: Gastroenterol. 9:141 
(August) 1947. 


Gelusil 


THE NON-CONSTIPATING ANTACID ADSORBENT 


WILLIAM R. WARNER 


DIVISION OF WARNER-HUDNUT, INC. 
NEW YORK 11, N. Y. 
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tive group will make the trip. Registration must 
necessarily be limited, therefore it is suggested that 
if you plan to attend, reservations be placed at the 
earliest date possible. Detailed brochures will be 
forwarded to all members in the fall, and infor- 
mation on highlights of the trip will appear regu- 
larly in GP. Reservation blanks will be included in 


the brochure, as well as in following issues of GP. 

The Lee Kirkland Travel Agency, 916 Grand 
Avenue, Kansas City, Missouri will again handle all 
transportation arrangements, and any additional 
information may readily be obtained by contacting 
their office, or writing Academy headquarters in 
Kansas City. 


RENEWED BUILDING FUND ACTIVITY 


Durinc May and June, as had been anticipated, 
Building Fund contributions slowed down to a mere 
trickle. But in July the flow showed a definite in- 
crease—a total of $2,065 cash and $240 in pledges. 
Reports of plans being readied in various states 
suggest that this renewed flow will swell into a flood 
during the fall months. 

Dr. Fowler’s committee has been pleased to note 
that an early summer gathering of several Academy 
members in Denver produced four new Century 
Club names—Dr. M. P. Ryan, Dr. H. B. Catron, 
Dr. H. S. Maul, and Dr. A. T. Waski. The com- 
mittee hopes to encourage a steady increase in 
membership in this select group during the next 
ninety days. 


Louisiana Ladies Contribute 


Those active, energetic wives of the Louisiana 
Chapter, not content with their $100 Building Fund 
contribution at Atlantic City, have just donated an 
additional $200 to the cause. We understand that 
these ladies raised this money by their own efforts. 
Congratulations—with that kind of enthusiastic 
support, completion of the Headquarters Building 
is inevitable! 

In cash to date, Texas stays in front with $5,240, 
California is second with $4,766, Missouri third 
with $3,275, Massachusetts $2,551, and New York 
$2,073. California is rapidly nearing the $10,000 
mark in total cash and pledges ($9,518), with the 
next four states bunched fairly close — Texas 
($5,440), Missouri ($4,070), Ohio ($3,430), and 
Massachusetts ($3,401). 
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725 
200 
200 
4,766 
1,145 


oun 


Delaware . . . 
District of Columbia 


w 


Maryland... . 
Massachusetts. . . 
Michigon ... . 
Minnesota . . 

Mississippi. . . 


nN 
wn 


New Hampshire. . 
New Jersey .. 
New Mexico . . 
New York . . . 
North Carolina . . 
North Dakota. . . 


Pennsylvania . . 
Rhode Island. . . 
South Carolina . . 


Canal Zone . . 

Hawaii 

Philippine Islands . 

Puerto Rico. . 
TOTALS... 


60 
90 
50 
40 


fo} 


43,316 


total 
STATE pledges total 
Alaboma .... 150 875 
Arizona... 20 220 
Arkansas .... 200 
California . . . 4,752 9,518 
Colorado .... 1,145 
Connecticut. . . . 657 400 1,057 i 
ae 227 _ 227 : 
Florida... 905 225 1,130 
Georgia. .... 300 300 
eae 310 125 435 
945 400 1,345 
1,045 265 1,310 
1,300 350 1,650 
Kentucky. . . . . 365 170 535 
Lovisiona .... 1,815 200 2,015 
344 190 534 
= 2,551 850 3,401 
905 905 
_ 1,330 115 1,445 
_ 275 200 475 
fic Missouri. . . 3,275 795 4,070 
Nevada. .... 130 130 
_ 263 65 328 
~— 520 800 1,320 
_ 100 100 200 
—< 2,073 630 2,703 
= 930 275 1,205 
_ 75 35 110 
Oklahoma. . . . _ 710 175 885 
1,033 365 1,398 
1,200 500 1,700 
South Dakota. . . 130 100 230 
Tennessee... - 1,200 1,200 
4 5,240 200 5,440 
305 115 420 
Vermont. . . 165 165 
Washington . . 100 100 200 
West Virginia . 435 315 750 
Wisconsin . . 845 210 1,055 
2,065 14562 57,878 


ORA < ... flavor, color or odor, appeals to almost every- 
one. 
OFAN G= is a characteristic of FLUAGEL Compound Tablets, 
the truly unique antacid and demulcent especially indicated 
in hyperacidity and peptic ulcer. 

Compound Tablets are orange-colored, orange- 
flavored and have a pungent orange odor. 


Compound Tablets: Appeal to all tastes... Act 
rapidly ... Prevent acid rebound and alkalosis . . . Reduce irri- 
tation for faster healing ...Form protective film over mucosa 
... Are economical. 


Your peptic ulcer and hyperacid patients will welcome this 
change from the “round, white, peppermint-flavored"’ regimen. 
Use this different therapy . . . prescribe 


Trademark 


Compound Tablets 
Available in bottles of 100, 500 and 1,000 


Please send me sample of | |») “AGE. 
George A. Breon & Co, Compound Tablets. 


1450 BROADWAY 


NEW YORK 18, N. Y. 
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If you couldn’t get to Atlantic City, last March, you can 
now do the next best thing. We have reduced to outline 
form every lecture and every scientific exhibit presented at 
that meeting. They have been printed and bound into 
a plastic backed book entitled “ABSTRACTS.” With this 
volume in your book case, you will have the “meat” of this 
entire Assembly instantly available for reference, for years 
to come. 


@ What can you do for a chronic alcoholic ? 


Here is the sound guidance of the nation’s top 
authorities. 


@ Need a refresher on obstetrical anesthesia ? 


Read George Thomas’ complete and concise lecture 
on the subject—study a dramatic exhibit on pudendal 
block. 


@ Hazy on what “General Adaptation Syndrome” means ? 


Hans Selye and Jerome Conn explain theory and 
application—with cross-opinions during the panel 
iscussion, as well. 


@ What can you do for the “‘sterile” couple ? 


Read what Greenblatt said . . . what the Williams 
exhibit showed. 


@ Are Teen-agers a frightening enigma ? 


Spurgeon English provides the key, in lecture and 
exhibit. 


And so on—through four days of rich, usable new knowl- 
edge. It’s all in “ABSTRACTS.” Dr. Ralph Marsicano 
and Dr. T. E. Rardin have done an amazing job of editing 
all this material into compact, easily readable outline form— 
without sacrificing a single nugget of valuable informa- 
tion. There is nothing else like it in all medical literature. 


put the entire 

Atlantic City Assembly 

m your own library! 

—outlines of all lectures and 
scientific exhibits of the Fourth 


Annual Scientific Assembly, 


now available in book form 


as a permanent record 


PROFUSELY ILLUSTRATED 


The book is replete with pertinent illustrative material— 
charts, diagrams, clinical photographs and_step-by-step- 
atone drawings. In many instances, an entire exhibit has 

en presented photographically, with a minimum of editorial 
copy. 


QUANTITY LIMITED 


Because the Academy has no provision for absorbing the cost 
of unsold books, we bon made an EXTREMELY CONSERV- 
ATIVE estimate of the number of copies to print. So 
there won’t be enough for everybody—but we will fill orders 
as long as the supply lasts. 
PRICE 00 CHECK WITH ORDER, PLEASE 
PER $3 Since the price covers only produc- 

tion and mailing costs, we ask your 

help in avoiding bookkeeping ex- 
pense. 


USE THIS COUPON TODAY 


COPY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


406 W. 34th St., Kansas City 2, Mo. 
Enclosed is my check for $___ for which please send 
me ____ copies of “ABSTRACTS” at $3.00 per copy. 


NAME 


ADDRESS 


CITY STATE 
PLEASE PRINT 


ee 


“ARREST OF BLEEDING ACCORDING TO PLAN”! 
In functional uterine bleeding, “excellent results may be 
expected in 95 per cent or more”! of patients treated by 
a simplified regimen. 


DOSAGE SCHEDULE 


1st DAY (all cases) Se 


1 TUBEX t 
IF BLEEDING STOPS IF BLEEDING PERSISTS 
WITHIN 12 HOURS MORE THAN 12 HOURS 


DAY a 
1 TUBEX 


3rd DAY 


1 TUBEX 


1 TUBEX 


tIf bleeding is severe, two Tubex are given the first day. 

Withdrawal bleeding occurs one to six days after cessation of Tristerone 
therapy, and will last four or five days. 

To institute normal cyclic bleeding, plan therapy with Progesterone Membrettes®, 


An aqueous suspension of: 
Estrone 
Progesterone 
Testosterone 
in each TUBEX®. Each package contains 3 TUBEX and 3 sterile needles. 


Also available: Injection Tristerone, vials of 5 cc. 


INJECTION 


TRISTERONE 


PROGESTERONE, TESTOSTERONE, AND ESTRONE, WYETH 


1. Greenblatt, R.B.: M.Clin.North America, 34:1551, 1950. 
2. Greenblatt, R.B., and Barfield, W.E.: Southern Med.J.. 44:1131-1134, 1951. 
*Trademark 


Wyeth Incorporated, Philadelphia 2, Pa. 
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‘Lake it ...in color 


No question later when you take it in color. All 
visible evidence—areas of infection, skin lesions, 
blood conditions—can be accurately recorded. That 
is why more and more hospitals and clinics are turn- 


to show it AS YOU SAW IE ing to color photography; why their photographic 


records offer invaluable information to physicians, 
to teachers and students—for research and review. 


Take it... with Kodak Color Film — 


TRANSPARENCY 


Easy to get brilliant color. Almost any 
camera with a properly color-corrected 
lens is a color camera when loaded 
with Kodak color film. No special 
equipment is required . . . no special 
exposure technic needed. Just camera, 
film, and a reliable light source. 


If you wish further information 
about Kodak color film . . . how to 
obtain duplicates, prints and enlarge- 
ments—see your nearest photographic 
dealer or write: 

EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, N. Y. 


A complete line of Kodak photographic products available for the medical profession Kodachrome Film for 


Kodachrome Film, rolls and 
magazines, for motion- 
picture cameras. < 


miniature cameras. 


or Kodak Ektacolor Film, 
Type B, for sheet-film 
cameras. Kodak Ektachrome 
Roll Film—Nos. 120 and 620 
—for roll-film cameras. 


TRADE-MARK 


fi ‘ 
KODACHROME 
ORAL! 
2 — 
a Serving medical progress through Photography and Radiograph Ko dalk 
& prog: graphy grapry 


No need to fight both 
allergy and AFOWSINESS 


The allergic patient is miserable enough 
without having to risk the discomfort— 

and hazards—of drowsiness. When patients 
take Thephorin, a different antihistamine, they 
usually obtain gratifying relief and remain 
wide awake. Clinical studies show that 

four out of five hay fever sufferers obtain 
relief with Thephorin; yet drowsiness occurs in 
less than 3 percent of patients. Thephorin 

is particularly valuable to motorists, 

machine operators and other patients who must 
be alert. Available in 25-mg tablets and 

as an anise-flavored syrup, containing 


10 mg per teaspoonful. 


HOFFMANN-LA ROCHE INC « NUTLEY 10 « N. J. 


Thephorin® 


(brand of phenindamine—2-methyl-9-phenyl-2,3, 
4,9-tetrahydro-l-pyridindene hydrogen tartrate) 
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ee 
Onby Once 
ina gual while 
IS A TRULY SUPERIOR 
MEDICATION FORMULATED 


DOHO CHEMICAL CORP., NEW YORK 13, N. Y. 
Makers of AURALGAN — 0-TOS-MO-SAN — RHINALGAN — also RECTALGAN (Mallon Div.) ee 


Br 
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metabolism 


TAK A-COMBEX 


When the nutritional status is threatened, TAKA-COMBEX 
provides a dual action which assures adequate vitamin 
intake as well as proper absorption and utilization 
of carbohydrates. TAKA-COMBEX supplies 
important factors of the B complex plus Taka-Diastase,® 
one of the most potent starch digestants known. 
In addition the Kapseals also contain vitamin C. 


In pregnancy, during illness and convalescence, 
and in the management of geriatric patients, 
this enzyme-vitamin combination is a most valuable 
dietary adjunct: the vitamins assist carbohydrate 
metabolism, while the enzyme not only facilitates starch 
digestion but also enhances absorption of vitamin B. 


KAPSEALS® TAKA-COMBEX ELIXIR TAKA-COMBEX 


Each Kapseal contains: 
Taka-Diastase (Aspergillus Oryzae 

. 0 « SHER 
Vitamin Bi (Thiamine 

Hydrochloride) . . . . 10mg. 
Vitamin Be (Riboflavin) . . 10mg. 
Vitamin Be (Pyridoxine 

Hydrochloride) . . 0.5mg. 
Vitamin Bie 

(Cyanocobalamin) . . I mcg. 
Pantothenic Acid (As the 

Sodium Salt) . ... . 38mg. 
Nicotinamide (Niacinamide) 10 mg. 
Vitamin C (Ascorbic Acid) . 30mg. 
Liver Concentrate N.F. 0.17 Gm. 
Liver Fraction No. 2 N.F. 0.17 Gm. 
In bottles of 100 and 1000. 


Each teaspoonful (4 cc.) contains: 
Taka-Diastase (Aspergillus Oryzae 
Enzymes)... - 2% 
Vitamin Bi (Thiamine 
Hydrochloride) . . « 2meg. 
Vitamin Be (Riboflavin) . . 1mg. 
Vitamin Be (Pyridoxine 
Hydrochloride). . . 
Pantothenic Acid (As the 
lium Salt). 22mg. 
Nicotinamide (Niacinamide) 5 mg. 
In 16-ounce bottles. 


er. 


0.5 meg. 


ANY 
/ Ww a dual approach 
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(DISPERSION OF DESACCHROMIN) 


a new therapeutic 


PiromeM adieviates the immediate symptoms of pollenosis, 
and maintains effective control. Even cases which have failed 
to show improvement to desensitization and antihistaminics 
usually respond promptly to the administration of PrROMEN. 


PITOMEN is also useful in the treatment of many other 
allergies and dermatoses. 


Piromen is supplied in 10 cc. vials containing 4 gamma 
(micrograms) per cc. and in 10 cc. vials containing 10 
gamma per cc. 


Piromen on your Rx will bring you our new booklet 
detailing the use of this new therapeutic agent. 


*TRADE MARK 


MANUFACTURED BY 


TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC., MORTON GROVE, ILLINOIS 
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effective in 6 out of 7 cases of functional 

vomiting’ . . reduces gastrointestinal smooth 

muscle contractions physiologically... con- 

tains no antihistaminics, barbiturates, or other 4. Pediat. 38:41, 1951; 
: Acad. 

drugs .. . also useful in nausea of pregnancy, 

and for drug- or anesthetic-induced vomiting _16, 1951. 

IMPORTANT: EMETROL is stabilized at an Supplied: 

optimal physiologic pH level. Dilution would _!n bottles ms 

upset this careful balance. For this reason, opr be 

EMETROL is always taken straight, and no Gigs everywhere 

fluids of any kind are allowed for at least 

15 minutes after administration. 


write for complete literature 


KINNEY & COMPANY «¢ COLUMBUS « INDIANA 
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EACH TABLET CONTAINS: 


) This specially-designed formula 
permits dependable nitrite therapy 
with less risk of developing nitrite 
tolerance. 

Rutol is particularly favored 
by physicians advocating “‘inter- 
rupted’’ nitrite therapy—to 
maintain maximal therapeutic re- 


IS THE LOGIC 


AL FORMULA 


sponse. The 16 mg. (% gr.) of 
mannitol hexanitrate in Rutol 
Tablets provides the established 
minimal effective dose—together 
with a prophylactic dosage of 
rutin, to guard against vascular 
accidents, and phenobarbital, for 
cerebral sedation. 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc. 


Indianapolis 6, Indiana 
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TAKE THE TIME 
to investigate the dia- 
thermy equipment used 
in leading clinics, hos- 
pitals and doctors’ offices 
— over twelve thousand 
Microtherms now in use. 


iol 


RAYTHEON MANUFACTURING COMPANY 
Power Tube Division * Waltham 54, Mass. 


wherever diathermy 
is indicated... 


RAYTHEON Radar Microtherm offers 
you the modern microwave method 
of precision heat application. 


MICROTHERM operates at 2450 mega- 
cycles, as contrasted with the high- 
est television range of 920 mega- 
cycles, hence TV interference is avoided. 


MICROTHERM provides penetrating 
energy for deep heating — dosage 
may be accurately timed and treat- 
ment time is a fraction of that re- 
quired in the lower wave ranges. 


MICROTHERM is safe as well as quick, 
easy to apply as well as clinically 
efficient. 


Ask your dealer for a demonstration 
or let us mail you the latest clinical 
reports on Radar Microwave 
Diathermy. 

APPROVED BY THE C. 


CERTIFICATE NO. D-477 
UNDERWRITERS LABORATORY 


( 
| 
| 
i 4 
RAYTHEON) | 
Excellence in Electronics 


GRATIFYING RELIEF 


From Urogenital Pain, 
Burning, and Frequency 


Two tablets of PyripIuM promptly and safely relieve the distressing urinary 


symptoms of patients suffering from cystitis, prostatitis, urethritis, and 
pyelonephritis. 


Since PyRIDIUM is compatible with dihydrostreptomycin, penicillin, and 
the sulfonamides, or other specific therapy, it may be administered con- 


comitantly to provide the twofold therapeutic approach of symptomatic 
relief and corrective action. 


(Phenylazo-diamino-pyridine HCl) 


MERCK & CO., Inc. 
PyripivM is the registered trade-mark of Nepera Chemical 
Co., Inc. for its brand of phenylazo-diamino-pyridine HCl. Many mg 
Merck & Co., Inc. sole distributor in the United States. RAHWAY, NEW JERSEY 
in Canada: MERCK & CO. Limited -Montreal 
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OINTMENT. 


the pioneer external 
cod liver oil therapy | 


“soothing, drying 


and healing’’’’ in 
infant dermatoses 


protective — Desitin Ointment 
“showed definite prophylactic 
properties” with the incidence 
of nonsuppurative dermatoses 
about one-third that of control 
group. 


therapeutic — Desitin Ointment 
“was used successfully” in the 
treatment of both non-infect- 
ious dermatoses and various 
infections of the skin in the 
newborn infant. 


Desitin Ointment is a non-irritant blend of 
high grade, crude Norwegian cod liver oil (with its un- 
saturated fatty acids and high potency vitamins A and 
D in proper ratio for maximum efficacy), zinc oxide, tal- 
cum, petrolatum, and lanolin. Does not liquefy at body 
temperature and is not decomposed or washed away 
by secretions, exudate, urine or excrements. Dressings 
easily applied and painlessly removed. 


in diaper rash 

e exanthema 

@ non-specific dermatoses 
e intertrigo e chafing 

e irritation 

(due to urine, excrement, 
chemicals or friction) 


Tubes of 1 02., 2 02., 4 0z., and 1 Ib. jars. 
write for samples and reprints 


DESITIN CHEMICAL COMPANY @ 


70 Ship Street + Providence 2, R. 1. 


Pediat. 68:382, 1951. 
2. Behrman, H. T., Combes, F. C., Bobroff, A. and Leviticus, R.: 
ind. Med. & Surg. 18:512, 1949. 


1. Heimer, C. B., Grayzel, H. G., and Kramer, B.: Archives of | 
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The Upjohn Company in early June 
announced production of Cortisone Ace- 
tate, 25 mg. Tablets. 


Now we are announcing the availability 
of Corticotropin (ACTH). 

Sterile Corticotropin (Upjohn) is avail- 
able in two potencies: in vials containing 
25 U.S.P. units and in vials containing 
40 U.S.P. units. 


Upjohn’s extensive experience in the 
research and manufacture of adrenal cor- 
tical products has made it possible to pro- 
vide the medical profession with both 
Cortisone and Corticotropin. 


THE 
THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN 
A contribution of 
to this era of metabolic medicine 
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COUNITY 


RIGHT THROUGH THE MENOPAUSE 


- 
; 


LAWRENCE BEALL SMITH 


...0n oral estrogen therapy that 
imparts no odor, no taste, no aftertaste 


There is no longer any good reason for her to ‘‘just exist through” the climacteric. For you 
know—and it is you who must convince her—that this is only a transition in life, not the 


end. That knowledge, plus SULESTREX, can help her to continue to live normally, actively, happily. 
A new advance in estrogen therapy and as effective as science has yet created, SULESTREX is a 
pure estrone salt. It contains no urinaceous substances, has no odor or taste, will leave no afterodor 
or aftertaste. Tablets are compressed, uncoated—will rapidly hydrolyze to pure estrone in the body. 
Clinical studies with SULESTREX have shown that you can expect constant, predictable 


results—with relatively few side-effects: 
... 4 potent and effective oral estrogen with an 


extremely low incidence of nausea.””! 
... all patients noted a marked sense of well-being and commented on their ability 


Abbott 


to resume normal activity with amazing vigor.”’ 


Send today for complete information on SULESTREX. You may prescribe it in 0.75-, 


1.5- and 3-mg. potencies. Abbott Laboratories, North Chicago, Illinois. 


TRADE MARK 
PIPERAZINE TABLETS 
(Piperazine Estrone Sulfate, Abbott) 
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when 
maintenance 
dosage 


see-sawing... 


digitaline 


chief active principle of digitalis purpurea for positive, controlled maintenance 


Initial compensation of the failing heart may now be accomplished in hours 
rather than days — but maintenance of the compensated state is 

often a regimen of years. Continuous adjustment of the daily cardiotonic dose, 
which may contribute to patient morbidity, is often obviated when 

a preparation of reliable, constant and unvarying potency is employed. 


DIGITALINE NATIVELLE, the pioneer digitoxin, is such a preparation. 

It provides a uniform dissipation rate with full digitalis effect between doses. 
Switch your “difficult” patients to DIGITALINE NATIVELLE for smoother 
maintenance. Prescribe it for initial digitalization. You will be impressed 

with its rapidity of action and virtual freedom from local side effects. 


DIGITALINE NATIVELLE is available, at all druggists, in three strengths 
for precise dosage — 0.1 mg. (Pink), 0.15 mg. (Blue), 0.2 mg. (White). 
Because of the high order of purity, most patients are adequately 
maintained on 0.1 mg. daily. The average dose for digitalization 

is 1.2 mg. in three equal doses at 4-hour intervals. 


Send for brochure: “Modern Digitalis Therapy.” Clinical sample available on request. 


VARICK PHARMACAL COMPANY. INC. (DIVISION OF E. FOUGERA & CO., INC.) NEW YORK 13, N. Y. 
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a more complete solution... 


OBEDRIN.“ THE 60-10-70 DIET 


Obedrin Tablets permit full utilization of the appe- 
tite depressing action of methamphetamine hydro- 
chloride but eliminate the central nervous stimu- 
lation, so the patient does not suffer from nervous 
irritability and insomnia. 


The 60-10-70 Basic diet provides the basic mini- 
mum of proteins to maintain nitrogen balance, the 
basic minimum of carbohydrates to “burn off’ ex- 
cessive fat in storage. 


Obedrin Tablets and the 60-10-70 basic diet will 
permit loss of weight with minimum discomfort, 
thus inviting patient cooperation. 


FORMULA 


*Semoxydrine 

Hydrochloride 
Pentobarbital Sodium . . 
Ascorbic Acid 
Thiamine 

Hydrochloride 
Riboflavin 
Niacinamide 
Obedrin is supplied in bottles 
of 100, 500 and 1,000 yellow 
grooved tablets. 


A COMPLIMENTARY PAD OF D ~ 
SHEETS AND A TRIAL SUPPLY OF© 
OBEDRIN SENT TO PHYSICIANS ON 


REQUEST. MASSENGILL TENNESSEE 
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on the question... 


WHAT SORT OF RESULTS 
HAVE YOU HAD WITH FELSOL? 


FELSOL provides prompt 

antispasmodic, antipyretic, and 

analgesic action in 
symptomatic relief of ASTHMA, With 


HAY FEVER, CHRONIC 
BRONCHITIS, and SPASMODIC FE l $ 0 | 


a SEND FOR 
THIS NEW 
BOOKLET 


AMERICAN FELSOL COMPANY 


LORAIN, OHIO 
Please send me your booklet, BRONCHIAL ALLERGIC 
DISEASE . . . and “threshold therapy”, also clinical 
samples of FELSOL. 


: AN) 
a AND,‘9 OUT OF 10 DOCTORS ANSWERING | 
.. A. 
TELL US THEY 
| 
' ony STATE 


You'll get a lot more out of the 


all-new 


Now you can give your patients the 
desired quality and intensity for the 
full range of diathermy treatments. 
New GE Model F Inductotherm 
combines all the latest advances in 
induction heating therapy. 

As shown in the pictures below, 
this handsome, trouble-free unit pro- 
vides for a wide range of diathermy 
technics, Output has been raised to 
200 watts — for most efficient 
utilization of induction heating 
methods, Unit is crystal controlled 
for absolute adherence to FCC-ap- 
proved frequency. 

Demand for the Model F is al- 
ready great. To insure getting one 
of these great new Inductotherm 
units soon, call your GE x-ray 
representative right away. For illus- 
trated literature, write X-Ray De- 
partment, General Electric Company, 
Milwaukee 1, Wisconsin, Rm. F-9. 


Fully adjustable contour 
following electrode is part 


Inductotherm 


GENERAL ELECTRIC 


Optional is the 12 ft. treat. 
e : ment cable. Note how 
of the basic-unit. electrodes attach in rear. 


Also available: fully ad- Surgical facilities, integral 
justable air-spaced con- part of unit, for all medi- © 
densor type electrode. um and light technics. 
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Relief of spastic pain and distress...easing of tension 


Worry, anxiety, fear— 

such “pressures” often account 
for visceral spasticity. To offset 
them, Trasentine-Phenobarbital 
provides mild sedation — 

as well as effective spasmolysis, 
rapid relief of pain. 


Whenever you suspect a 
psychosomatic factor in visceral 
spasm, Trasentine-Phenobarbital 
is a logical prescription. 

Each tablet contains 50 mg. 
Trasentine hydrochloride 

and 20 mg. phenobarbital. 

Bottles of 100 and 500. 

Ciba Pharmaceutical Products, Inc., 
Summit, New Jersey. 


Trasentine+ Phenobarbital 


(brand of adiphenine) 


Ciba 


)\war 

H AN) 

| 
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Numberless instances of chronic, recurrent, painful 
involvement of the periarticular tissues represent 
stages of gouty arthritis; a therapeutic test with 
colchicine will frequently disclose the nature of the 
disease and open the door to specific therapy. 


Cinbisal provides colchicine (0.25 mg.) for spe- 
cific action against the gouty process; sodium 
salicylate (0.3 Gm.) for effective relief of pain; 
ascorbic acid (15 mg.) to replace vitamin C lost 
during salicylate therapy. 


Fibrositis of Gouty Origin... 


CINBISAL 


FOR THERAPEUTIC TEST AND MANAGEMENT OF GOUTY STATES 


DOSAGE - IN ACUTE CASES—medical management 
includes two tablets Cinbisal (representing colchi- 
cine 0.5 mg. and sodium salicylate 0.6 Gm.) every 
hour until pain is relieved, unless gastrointestinal 
symptoms appear. (Eight to ten doses are usually 
sufficient. ) 

TO PREVENT RECURRING ATTACKS— one or two 
tablets every four hours. 


SUPPLIED— Bottles of 100 and 1000 tablets. 
(Engestic® coated green.) Samples on request. 


*Trademork 


LABORATORIES, INC., PHILADELPHIA 32, PA. 


full therapeutic utilization 
of aminophylline! 


For the first time,Cardalin 
permits high oral doses of aminophylline—5 GRAIN 
TABLETS—one or two 5 grain tablets 3 to 4 times daily 
may be administered as required. Gastric irritation and 
intolerance to the drug are virtually eliminated by means of 
a new use of anti-nausea factors which block irritant 
impulses at their source. 
Cardalin provides full therapeutic utilization of amino- 
phylline by the oral route of administration, as 
demonstrated by recent, extensive clinical 
ths investigations. 
Each CARDALIN Tablet contains: 
Aminophylline 


Bottles of 100, 500, 1000 ardalin 
the NEW aminophylline 
with anti-nausea factors 


IRWIN, NEISLER & COMPANY «+ DECATUR, ILLINOIS 
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antianemic vitamin . 


REDISOL is a convenient oral dosage form of “the most effective antianemic substance known”.! 


Indicated in nutritional macrocytic anemias, and for maintenance therapy in pernicious anemia. 


Clinical evidence indicates B,2is also of value in stimulating voluntary food intake. REDISOL Tab- R e a ? mS oO i 


lets are readily soluble in milk, fruit juices or infant formulas, and may also be administered con- Soluble Tablets Vitamin B12 


al veniently as regular tablet medication. REDISOL Tablets, 25 mcg. per tablet, supplied in vials of 36, 


bottles of 100. Tablets of 50 meg., vials of 36. Also available: Reoisot Elixir, containing 5 mcg. 


Sharp & Dohme 


per 5cc., pint SPASAVER® and gallon bottles; REDISOL Injectable, 30 mcg. per cc., vials of 10 cc. 
1. Spies, T. D. et al.: J.A.M.A., 139:521, 1949, Sharp & Dohme, Philadelphia 1, Pa. 
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to 14 pound of liver daily” 


RevIsoL, Soluble Tablets Vitamin B,2, are a convenient oral dosage form of vitamin B,2 for treatment of nutritional macrocytic anemias 
and to stimulate the appetite. Perhaps the most potent of all known nutritional agents, vitamin B,2, “in almost unbelievably small amounts, 
will produce all the effects first observed following the ingestion of one-quarter to one-half pound of liver daily.”! REDISOL is supplied in 
tablets of 25 mcg. crystalline vitamin B,2, vials of 36 and bottles of 100. Tablets of 50 mcg., vials of 36. Also available: REbisoL Elixir, 
containing 5 mcg. per 5 cc., pint SPASAVER® and gallon bottles; ReDisoL Injectable, 30 mcg. per cc., vials of 10 cc. 

1. Sturgis, C. C.: Postgraduate Med. 5:300, 1949. Sharp & Dohme, Philadelphia 1, Pa. 


Redisol 


Soluble Tablets Vitamin Bi: 


Sharp & Dohme ya 
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Unwotried Hand. thanks to you! 


Even the mother of a healthy baby is inclined 
to be very concerned about his feeding. Your 
invaluable guidance on all phases of infant diet 
reassures her . . . leads to good eating habits for 
the young child, when she follows your instruc- 
tions. Here are some of the ways that Gerber’s 
Baby Foods help you to help her! 


@ Wide choice of baby foods for prescrip- 
tion selectivity —starting cereals, strained 
and junior fruits, vegetables, soups, meats, 
desserts. 

®@ Specially selected varieties of fruits and 
vegetables are used to insure year-round 


consistency of color, flavor, texture, and 
nutritive content. 


@ Produce is grown in tested soils . . . under 


Babies ane oun business 


constant supervision . . . with sprays and 
fertilizers specially suited to baby foods. 


@ Quick steam-processing conserves nat- 
ural food values, natural color and flavor, 
to the greatest extent possible by modern 
methods. 


@ Field-to-family checking: Sampling and 
checking every step of the way for nutri- 
tional content, cleanliness, uniformity. 
Even grocers’ shelves are checked regu- 
larly to make doubly sure every container 
of Gerber’s is fresh stock. 


@ Gerber’s believe that babies are the most 
important people! So they maintain the 
scrupulous standards you expect from so 
popular a brand. 


Gerber's 
BABY FOODS 


4 CEREALS © 40 STRAINED & JUNIOR FOODS « 10 MEATS 
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Non-Hormonal... 
Orally Effective... 


in ARTHRITIS 
and allied disorders 


-BUTAZOLIDIN 


(brand of phenylbutazone*) 


for relief of pain plus 


improvement of function 


Now available on prescription, BUTAZOLIDIN is a new and potent 
agent that has yielded outstandingly favorable results in arthritis 
and other painful musculoskeletal disorders. 


On the basis of the first national reports! BUTAZOLIDIN: 

¢ Produces therapeutic benefit in virtually all forms of arthritis 
and allied disorders such as bursitis and fibrositis. 

¢ Effectively relieves pain in approximately 75 per cent of non- 
gouty cases and in almost 100 per cent of cases of acute gout. 

¢ Affords functional improvement ranging up to complete remis- 
sion in a substantial proportion of treated cases. 


A totally new synthetic, BUTAZOLIDIN is chemically unrelated to 
the steroid hormones. It is orally effective and seldom produces 
toxic reaction of a serious character. Moderate in cost, BUTAZOL- 
IDIN may be prescribed even for patients of limited means. 


A: *U. S. PAT. NO. 2,562,830 
Bibliography 
1. Kuzell, _ W. C.; Schaffarzick, R. W.; Brown, B., and Mankle, E : Phenylbutazone 
(B ) in Rh id Arthritis. and Gout. j. A.M.A, 149: 729 Guns 21) 1952. 


2. Steinbrocker, O.; Berkowitz, S.; Carp, S.; Ehrlich, M., and Elkind, M.: Therapeutic 
Observations on Butazolidin (Phenylbutazone) in Some Arthritides and Related Condi- 
tions. Paper read before the Annual Meeting of the American Rheumatism Association, 
Chicago, Ill., June 6, 1952. 

3. Freyberg, R.; Kidd, E. C., and Boyce, K. C.: Studies of Butazolidin and Butapyria_ 
in Patients with Rheumatic Diseases. Pa; taper read before the Annual Meeting of the 
American Rheumatism Association, Chicago, Ill., June 6, 1952. 

4. Kuzell, W. C., and Schaffarzick, R. W.: (Butazolidin) and 
in Arthritis and Gout. Paper read before ‘the California Medical Association Meeting in 
Los Angeles, April 29, 1952. 


sicians are — to send for the BUTAZOLIDIN 


PHARMACEUTICALS 


GP e Volume VI, Number 3 


. 
New... 
; 
Synthetic = 
‘ 
H 
GEIC 
= 
162 


: 


"agents used in a series of 675 cases." 
Baciain has been Widely favored fr local treatment of skin i 


atic results: | 
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SoGition 
VERILOID 


BRAND OF ALKAVERVIR 


With the recent introduction of Solution Intramuscular Veriloid, it is now 
possible to depress the blood pressure for prolonged periods by intramuscularly 
administered medication. Thus, in the management of the hypertensive patient, 
when it is imperative that the distressing symptoms be promptly controlled or 
mitigated, Solution Intramuscular Veriloid makes possible this therapeutic aim. 


DESCRIPTION 
Solution Intramuscular Veriloid provides 1.0 mg. of alkavervir per cubic 


centimeter in buffered isotonic aqueous solution. Alkavervir, an extract of 
hypotensive alkaloids derived from Veratrum viride, is biologically standard- 
ized in dogs for uniformity of hypotensive potency. 


ACTION 
A single injection of Solution Intramuscular Veriloid produces a significant 


drop in blood pressure which reaches its maximum effect in 60 to 90 minutes. 
The hypotensive response so achieved is maintained for 3 to 6 hours, at which 
time the initial dose may be repeated for a more prolonged effect. This pro- 
cedure may be repeated several times if it is desirable to maintain blood pres- 
sure depression for a period of many hours, or even days. Solution Intramuscular 
Veriloid drops the blood pressure physiologically by central action. It has no 
influence on ganglionic activity and has no direct relaxing effect on the blood 
vessels. 


INDICATIONS 
Solution Intramuscular Veriloid may be employed to maintain the hypo- 


tensive response of previously administered intravenous veratrum extracts, or 
it may be employed as the initial hypotensive agent. In either manner of use, 
it produces a positive hypotensive response in hypertensive states accompanying 
cerebral vascular disease, malignant hypertension, hypertensive crises (encephalop- 
athy), toxemia of pregnancy, eclampsia and pre-eclampsia. 


DOSAGE: The dosage of Solution Intramuscular Veriloid must be carefully ascer- 
tained for the individual patient. Complete information regarding dosage and 
administration is contained in the leaflet which accompanies each ampule. 


AVAILABILITY: Solution Intramuscular Veriloid is supplied in 2 cc. ampules in 
boxes of 6. 


RI K E R LA B 0 R AT 0 RI E S ’ | N C «y 8480 Beverly Bivd., Los Angeles 48, California 
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GALLBLADDER MANAGEMENT 


NUBILIC 


A Less Viscous Bile 


ital 3 Nubilic presents dehydrocholic acid, the 
"—May be habit 


Nie Acig 0.25 


efficient hvdrocholoretic agent which thins 
(alkaloids 0.025 
s 


x J the liver bile and flushes the biliary passages. 


be disney 


Prescription by ph 


. 
A Relaxed Sphincter of Oddi 
To further encourage free drainage, Nubilic 
contains belladonna, which relaxes the 
sphincter of Oddi. This action is further 
enhanced by the central sedation of 


phenobarbital. 


Each NUBILIC Tablet contains: 


Dehydrocholic acid 


Phenobarbital 


Belladonna 


Supplied in bottles of 25, 50 and 100. 


NUMOTIZINE, Inc. 


900 N. Franklin Street, Chicago 10, Illinois 
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Tarbonis combines the three features needed for success- 
ful management of a host of dermatologic conditions: 

It presents all the therapeutic properties of crude 
tar, but in a form liberated from the undesirable proper- 
ties which so long have made tar therapy unacceptable 
to physician as well as patient. 


In ECZEMA 

INFANTILE ECZEMA It is so nonirritant, in spite of its dependable efficacy, 

PSORIASIS that it is safely used for infants and on the tenderest 

FOLLICULITIS r 

SEBORRHEIC body a 
DERMATITIS Tarbonis presents a specially processed liquor carbonis 

detergens (5 per cent), together with lanolin and menthol, 

DYSHIDROSIS in a vanishing-type cream base. It is greaseless, free from 

TINEA CRURIS all tarry odor, and—since it leaves virtually no trace on 


a proper application—is appreciated by the patient, espe- 


cially when exposed body surfaces are involved. 
TARBONIS is available through all pharmacies upon 
prescription. For dispensing purposes TARBONIS is 
packaged in 1-lb. and 6-lb. jars through Physicians’ and 
Hospital Supply Houses. 


THE TARBONIS COMPANY 


4300 Euclid Avenue + Cleveland 3, Ohio 


THE TARBONIS CO., Dept. GP-9 
4300 Euclid Ave., Cleveland 3, Ohio 


You may send me a sample of Tarbonis. 


Physicians are invited to send 
for clinical test samples to dem- 
onstrate the antipruritic, decon- 
gestant, remedial properties of 
Tarbonis in the conditions listed 
above. 


___M.D. 


Address_ 
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POWDERED CAROB FLOUR 


The acute diarrheal disturbances seen so frequently in adults, infants and 
children during the warm months are promptly controlled by Arobon. 


Made of specially prepared carob flour, Arobon produces its excellent results 
because of its high natural content of pectin and lignin. These substances are 
demulcent and soothing and they adsorb offending bacteria and toxins. 


Controlled clinical studies ' * * have shown that Arobon leads to thickening of 
the stools in 24 hours and to formed stools in 48 hours in most patients. 


Indicated in all types of diarrhea, not only in infants and children, but also in 
adults, Arobon is palatable and readily accepted. It may be used as the sole 
medication in non-specific diarrheas. In the more severe dysenteries, it is a valuable 
adjuvant. Arobon is easily prepared for adults and children by simply mixing 
it with milk, and for infants by mixing it with skim milk or water and boiling 
for 14 minute. 


1. Smith, A. E., and Fischer, C. C.: The Use of Carob Flour in the Treatment of Diarrhea 
in Infants and Children, J. Pediat. 35:422 (Oct.) 1949. 


2. Kaliski, S. R., and Mitchell, D. D.: Treatment of Diarrhea with Carob Flour, Texas 
State J. Med. 46:675 (Sept.) 1950. 


3. Plowright, T. R.: The Use of Carob Flour (Arobon) in a Controlled Series of Infant 
Diarrhea, J. Pediat. 39:16 (July) 1951. 


THE NESTLE COMPANY, INC., 2 william Street, White Plains, New York 
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ETHICAL 
The Stuart Formula is one of the oldest 
ethically promoted multivitamin products. 


DEPENDABLE 


Constant improvements to meet the latest 
medical demands have kept it one of the 
finest multivitamin products available. 


Doctors throughout the nation 


report better results with 


the 
formula 


TWO TABLETS (average daily dose) stand- 
ardized to contain: 

a VITAMINS 

800 USP units 


COMPLETE B COMPLEX 
Niacin and Niacin Amide . . . . . .30 mg. 

50% USP Crystalline 
Biz 150% By» 
Panthenol. ....... 4&3 mg. 
Also other members of the B Complex from natural 
sources, yeast and liver fraction 2 


MAINTENANCE MINERALS 


Vitamins 


TRACE MINERALS 


B Complex 
and Minerals 


LOW IN COST TO PATIENTS 
Available at all pharmacies 


Especially suitable in pediatrics and geriatrics: The Stuart 
Formula Liquid, a pleasant-tasting, easily-administered 
liquid, containing A, D, B), Be, Bg, Niacin, Niacin Amide, 
Panthenol, including entire B Complex, minerals, malt 
and rice polish concentrate. 


& 


= 
: 
» 
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THE FIRST LIPOTROPIC PRODUCT TO CONTAIN 
BETAINE PLUS CHOLINE, LIVER AND B:2 


INDICATIONS 
Disturbed fat metabolism. Impaired liver function or cir- 
rhosis of the liver. High blood cholesterol. Arteriosclerosis. 
Atherosclerosis. Myocardial infarction or coronary throm- 
bosis. Chronic alcoholism. Coronary sclerosis. Diabetes. 
ADVANTAGES 
More effective Lipotropic Therapy * Maximum potency 
with minimum bulk * Excellent tolerance * Non-toxic 
* Pleasant tasting liquid * Economical 


4 


CAPSULES Contents LIQUID 
Each capsule Each tablespoonful 
contains: (15 cc.) contains: 


333 mg. Betaine* 3 Gm. (3,000 mg.) 
35 mg. Choline* 210 mg. 
oo Liver Fraction 1 N.F. 210 mg. 
35 mg. Desiccated Liver N. F. -- 
2 meg. Vitamin Bi2 12 meg. 


Dosage Therapeutic: 
1 to 3 capsules 1 tablespoon t.i.d. to cx 
3 times daily or more as directed 
Maintenance: 
‘A to 1 teaspoon t.i.d. 


Bottles of 100 at Availability Pints at all 


all pharmacies 


*Active Material 
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what 
are 
you 
doing 
about 


DIABETES DETECTION? 


years on Drive will begin with Diabetes Week, November 16- 2. 


By joining, or helping to form, a Committee on Diabetes of 
your Medical Society, you can cooperate in the organized 
program to find unknown diabetics in your community. 


As an individual practitioner, you can take an active — and 
essential—part in diabetes detection all year round, by making 
a test for urine-sugar routine for each and every patient. 


P.S. It is only too easy for a busy doctor to overlook 
testing himself and members of his family. 


To screen for diabetes, the simplest method is testing for 
urine-sugar. A test is made of the first specimen voided one 
to three hours — preferably 90 minutes — after a full meal. 
Positive findings of glycosuria are checked by blood-sugar 
determinations. 


During the Diabetes Detection Drive, Clinitest Reagent Tab- 
lets are available to your Medical Society without charge when 
requested from the American Diabetes Association. For in- 
formation call or write the Secretary of your Society. 


COMPANY, INC. ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 
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144 national 


October 13-18th 


posture 
week 


makes America conscious of 
the value of good posture for 
better health 


For the 14th consecutive year, once again National Posture 
Week will focus the attention of thousands of men and 
women on the importance of good posture for greater phys- 
ical fitness and a more alert, healthier nation! And again, 
also as in the past, every acceptable means of publicity will 
be used to dramatize good posture and point to its effect on 
health, efficiency and a greater and fuller enjoyment of life. 


You play an 
important part in 
National Posture Week! 


As a prominent citizen and professional authority whose 
opinion is important in helping to mold public thought, 
your support and cooperation play an important part in 
this far-reaching program. Posters and literature are 
furnished without cost. 


write 4or Literature 


S. H. CAMP and COMPANY 
Jackson, Michigan, U.S.A. 
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The accelerated, often frantic demands of 
. : modern living have increased the incidence 
P rovide M odern M edical of hypertension. Frequently, however, a 
more normal, often longer life can be 


M anagement for the achieved through modern medical and 


nursing management—with diet, rest and 
the administration of superior medication 


Hypertensive Patient 


Admirably suited to 20th Century therapeutic needs, the basic action 
of this preparation causes relatively persistent vasodilation of smooth 
muscles, especially those of the smaller blood vessels including 
coronaries. Its use, therefore, is indicated in the symptomatic treatment 
of essential hypertension. 
Since Theobarb with Mannitol Hexanitrate also provides cardiac 
stimulation, dilation and diuresis plus a sedative effect upon the central 
nervous system, it is indicated as well in cases of angina pectoris, a ooh 
congestive heart failure and cardiac edema. ¥ 


Additional Theobarb Products 


THEOBARB THEOBARB “SPECIAL” 
Theobromine Theobromine 
Phenobarbital ; Phenobarbital 
(the basic formula) 


THEOBARB with EPHEDRINE THEOBARB with RUTIN THEOBARB WITH 
The Theobarb “SPECIAL” formula The basic formula plus RUTIN, 44 gr. MANNITOL HEXANITRATE 
plus EPHEDRINE SULFATE, % gr. Each tablet contains: 

Available in bottles of 50 and 500 tablets Theobromine .. Sgr. 
Phenobarbital. . gr. 
PRODUCTS OF Mannitol Hexanitrate 14 gr. 


Via NPEI T& Bro WVING PHARMACEUTICAL CHEMISTS 


RICHMOND 4, VIRGINIA 


| 
| 
| THEOBARB WITH MANNITOL HEXANITRATE 
| | 
Ye 
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No inconvenience with 


“NATIONAL” ACTH **National” is clinically 
established in the treatment of 


collagen diseases, as rheumatoid 


arthritis, rheumatic fever. 
...it’s ready for injection rthritis, ’ 


nephrotic syndrome . . . inflammatory 


conditions, as ulcerative colitis... 


metabolic diseases, as gout, 


No spoilage with 


hypoglycemia... and hypersensitivities, 


as in hay fever, urticaria, 

“NATIONAL” bronchial asthma and drug sensitivity. 
SupPpLiIED—2 cc. and 10 cc. multiple 
dose vials, 20 USP Units per cc. 


ready for injection. 


... refrigeration is unnecessary 


IMPORTANT TO YOU—ACTH is capable 


of causing marked metabolic changes. 


No uncertainty with A comprehensive brochure classifying 


useful data and treatment is available 
to you on request, without obligation. 
“NATIONAL” Write for your copy. 


More than Half a Century 


...it’s a stabilized colloidal solution of Service to 
the Medwal Profession 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 


And 


— is as close as your prescription pad! 
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DESIGNED, WRITTEN AND 
PUBLISHED SOLELY FOR THE BUSY 


*~ GENERAL PRACTITIONER 


by 
The American Academy 


of Conevel Prastion At last you, as an alert, progressive physician, can read 


a single monthly magazine and keep abreast of all the 
swiftly moving developments in the profession! Each 
month, without wasted words, GP’s top-flight editors pre- 
sent timely facts. Practical, news-making advertisements, 
approved only after meeting the highest standards of 
copy acceptance, keep you in touch with the accomplish- 
ments of leading medical suppliers. Yes, you will make 
the most of the time you spend in “required reading” if 
you place this carefully edited monthly magazine at the 
top of your list. The coupon below will bring you the 
current issue of —GP! 


EXACTLY FITS YOUR NEEDS! * 


American Academy of General Practice 
406 W. 34th Street 
Kansas City 2, Missouri 


Please send me, without charge, the current issue of 
GP and enter my subscription for one year. This means 
| receive 13 issues for the price of 12. 


You may bill me for the peo price of $10.00, 


GET YOUR COMPLIMENTARY COPY NOW! « 
payable by the 10th of next month 


M.D, 


4 
| 
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1 CITY STATE 
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Ster 


ersal syringe : 


unique 


one universal syringe 
for two cartridge sizes 


one steraject cartridge 
for a full premeasured dose 


one sterile needle 

supplied with every cartridge 
one operation 

for parenteral antibiotic therapy 


Plunger and cartridge connect... 
you can aspirate before injecting! 


simplest parenteral therapy available 


Steraject Penicillin G Procaine 
Crystalline in Aqueous Suspension 
(300,000 units) 


Steraject Penicillin G Procaine 
Crystalline in Oli with 2% 
Aluminum Monostearate 
(300,000 units) 


Steraject Penicillin G Procaine 
Crystalline in Aqueous Suspension 
(1,000,000 units) 


Steraject Combiotic® Aqueous 
Suspension (400,000 units 
Penicillin G Procaine Crystalline, 
0.5 Gm. Dihydrostreptomycin) 


for full details, see your Pfizer 


Steraject Cartridges: each one supplied 2S Steraject Streptomycin 
with new sterile needle, foil-wrapped Sulfate Solution (1 gram) 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC.* BROOKLYN 6, N.Y. 
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ANGINA 


WITH 


TRADE MARK 


KHELLOYD— pure crystalline khellin—was submitted to a carefully 
controlled clinical evaluation* in well-authenticated angina pectoris 
sufferers of long-standing. 


... The Published Findings with KHELLOYD... 


80% Controlled—Using the crystalline preparation (KHELLOYD), we were able to 
control the anginal symptoms in eighty-percent of the patients treated . . .” 


KHELLOYD Well-Tolerated —<Untoward reactions were minimal’ in therapeutic 
doses. “It appears that the crystalline preparation eliminates toxic effects which may 
well be produced by the impurities present in the crude preparations.” 


Objective Proof of Efficacy—‘...the ballistocardiograph gave...definite objective evi- 
dence...of the favorable influence of the drug (KHELLOYD) on the disease process.” 


Recommended Dosage ‘KHELLOYD W/P—the frequent association of nerv- 
7 tablet daily for 1 week; then ‘| ous tension with angina and the occasional incidence 
increased to 2 tablets daily, if neces- ‘of nausea often makes KHELLOYD W/P preferred. 
sary, as the average maintenance |Each tablet contains KHELLOYD, 50 mg.; Pheno- 
dose. | barbital, 4 gr. 


SUPPLIED: KHELLOYD (white) scored 50 mg. pure khellin tablet. 
KHELLOYD W/P (yellow) 50 mg. pure khellin with phenobarbital 4 gr. 
—Bottles of 50 and 250 tablets. 
*Nalefski, L. A., et al: The Use of Crystalline Visammin in the 
Treatment of Angina Pectoris, Circulation 5:851 (June) 1952. 


In the Service of Medicine Since 1870 


LLOYD BROTHERS, INC. ° CINCINNATI 3, OHIO 


GP « Volume VI, Number 3 


«definite obje | 
eee 
” 
evidence ..- 
%, 
| 


Complete relief of symptoms was obtained by most menopausal patients, Perloff reported, 
and the greatest percentage of patients who “expressed clearcut preferences for any 
drug designated ‘Premarin.'“ Perloff, W. H.: Am. J. Obst. & Gynec. 58:684 (Oct.) 1949. 


Estrogenic Substances (water-soluble) also known as Conjugated Estrogens (equine). Tablets and liquid. 


Highly effective - Well tolerated - Imparts a feeling of well-being 


Ayerst, McKenna & Harrison Limited »« New York, N. Y. » Montreal, Canada 5223 


hig 
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complex factors and ascorbig acid 


>. 8198 Each dry-Silled 


fontains : 


HCI (By), 25.0 


Riboflagan (B.), 12.5 me. 
100.0 mg. 
*Pyridox e HCi (B,), £0 mg. 


Calc, pamtothenate, 10.0 


Vitam 


© {aScombic acid), 1000 me. 


Supplig in bottles 


D, and 1,000. 


| to equal the riboflavin content 
i of riboflavin. Morethan 7 quays | 
© same amQunt, Thigis but one feature 4 
iif 


New aureomycin minimal dos- 
age for adults—four 250 mg. 
capsules daily, with milk. 


library, Union League Club,Philadelphia, Pa. 


From among all antibiotics, Dermatologists often choose 


AUREOMYCIN 


Hydrochloride Crystalline 


because 
Aureomycin provides mild bacteriostasis in diseases of the skin. 


Aureomycin has been found effective in pinta, yaws and many bacterial infections of the skin 
(furunculosis, impetigo, pyogenic dermatitides, sycosis vulgaris and tropical ulcer). It is at present 
considered preferable to administer the drug systemically in these conditions. Aureomycin is also 
useful in the control of contributing or secondary infections associated with many dermatoses. 


Throughout the world, as in the United States, aureomycin is recognized 
as a broad-spectrum antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.—Bottles of 16 and 100. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION wearer Ganamid coum 30 Rockefeller Plaza, New York 20, N. Y. 
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Effective in Glaucoma even 
in Patients Unresponsive to 


Ordinary Mhotics 


Dependable, prolonged action, and virtual 
freedom from systemic disturbances are char- 
acteristics of FLOROPRYL that recommend its 
use in the treatment of glaucoma. Often 
effective when other miotics fail to reduce in- 
traocular tension, FLOROPRYL greatly exceeds 
pilocarpine and physostigmine in duration of 
action. Intraocular tension is reduced in many 


patients with just one application each day. 


Literature on request. 


(Di-isopropyl Fluorophosphate Merck) (DFP) 


Research and Production 


for the Nation’s Health 


MERCK & CO., INc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 
In Canada: MERCK & CO. Limited - Montreal 


© Merck & Co., inc. 
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How this Man Helps Protect Your 


Recommendation of Carnation 


HE’S A CARNATION FIELD MAN...a Skilled animal husbandry 
specialist. As an expert guardian of Carnation quality, he 
makes periodic inspections of dairy farms that supply 
milk to Carnation plants. He checks herds, equipment, 
sanitary conditions...rejects milk that fails to meet Car- 
nation’s high standards. In this way he, and 150 others 
like him, help protect your recommendation of Carnation. 


Carnation Gives Your Recommendation This 
5-WAY PROTECTION 


1. Carnation constantly improves the raw milk supply. Cattle from 
world champion Carnation bloodlines are distributed to dairy 
farmers throughout the country to improve the quality of the = ; 

milk supplied to Carnation evaporating plants. —_ 


2. Carnation processes ALL milk sold under the Carnation label. tae 


From cow to can it is processed with prescription accuracy in os in 
Carnation’s own plants under its own supervision. - DOUBLE-RICH in the F 
3. Carnation quality control continues even AFTER the milk leaves : values of whole milk — 
the plant. To be sure of freshness and highest quality, Carnation - FORTIFIED with 400 
salesmen use a special code control in making frequent inspec- ef vitamin D per pint 
tions of dealers’ stocks. HEAT-REFINED 
4. Carnation Milk is everywhere. Mothers can get Carnation Milk a digestibility = 
wherever they travel...in virtually every grocery store in 
every town in America. _ STERILIZED in the sealed” 
5. Carnation accepts only high quality milk for processing. This - for complete ontaty 
quality is assured through the vigilance of such Carnation Field 

Men as the man above. 


“The Milk Every Doctor Knows” =) 
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Lhe ~Geademy of General Practice 


pleased le 


THE M&R AWARD CQ) ) 


PRESENTED BY THE M & R LABORATORIES 


lhe twa nofecant seren lifer arlecles 
C 


fllihed Ving lhe Your 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 


WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 


BY A SPECIAL AWARDS COMMITTEE 


APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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modern man is the victim of this era 


War... rumors of war... atomic devastation .. . too much government... 
economic uncertainty—all a part of a complex pattern, all a part of these 
troubled times. Today, countless factors are taking their psychic toll in your 
patients. Mental depression is one of the most common results. 


‘Dexedrine’ Sulfate can do much to help the depressed patient. By restoring 
mental alertness and optimism, by inducing a feeling of energy and well-being, 
‘Dexedrine’ lifts your patient out of the gloom of depression and helps him 

to face the future. 


Smith, Kline & French Laboratories, Philadelphia 


Dexed rl Nn e tablets & elixir 


the antidepressant of choice 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S. K. F. 


4 


Sit 


Photograph of a pancreas. Characteristic 
gross features are obscured by extensive 


fatty deposits, 


Microscopic section of pancreas stained for fat with Sudan 4 and 
counterstained with hematoxylin. This section shows fatty infiltration— 
orange-red patches—within the stroma of the pancreas. Magnification: < 135. 
Inset shows pancreas from which section was taken. 


The pancreas of an overweight patient 


Weight reduction—of even a few pounds—is often the surest means 
of lengthening life and diminishing future illnesses. 


‘Dexedrine’ Sulfate curbs appetite, makes it easy for the patient 
to adhere to a low-calorie diet and thus to reduce weight safely— 
without the use (and risk) of such drugs as thyroid. 


Smith, Kline & French Laboratories, Philadelphia 


Dexed rine’ tablets & elixir 


the most effective preparation for control of appetite 
in weight reduction 
*T.M. Reg. U.S. Pat. Off. for dext ine sulfate, S.K.F. 


National Officers 


THE AMERICAN ACADEMY 


OF GENERAL PRACTICE 


President, R. B. Rosins, M.D., 111 Van Buren, Camden, Arkansas 

President-Elect, U. R. Bryner, M.D., 508 East South Temple, Salt Lake City, Utah 
Vice-President, Lester D. Brster, M.D., 445 North Penn, Indianapolis, Indiana 
Treasurer, Howtanp T. Jackson, M.D., 602 West Tenth Street, Fort Worth, Texas 


Executive Secretary and General Counsel, Mac F. Canat, J.D., Broadway at Thirty-fourth 


Street, Kansas City 2, Missouri 


Speaker of the Congress of Delegates, J. S. De Tar, M.D., Milan, Michigan 
Vice-Speaker of the Congress of Delegates, NorMAN R. Boouer, M.D., 447 East Maple, 


Indianapolis, Indiana 


W. B. Hitpesranp, Chairman 
216% Main Street 
Menasha, Wisconsin 

Term Expires 1953 
W. A. BUECHELER 
1512 Grant Boulevard 
Syracuse, New York 


MERRILL SHAW 
1532 East McGraw 
Seattle, Washington 


W. B. Hitpesranp 


Term Expires 1954 
Joun R. BENDER 
Nissen Building 
Winston-Salem, North Carolina 


Joun R. Fowter 
125 Main Street 
Spencer, Massachusetts 


*Italics denote new members. 
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Board of Directors 


Murtanp F. Ricsy 
20 College Street 
Rexburg, Idaho 


Term Expires 1955 
Ivan C. Heron* 
490 Post Street 
San Francisco, California 


Malcom E. Phelps 
203 South Macomb 
El Reno, Oklahoma 


William J. Shaw 
Lee Hospital 
Fayette, Missouri 


J. P. SanpErs, ex officio 
106 East Kingshighway 
Shreveport, Louisiana 
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effective 


produces higher blood levels at 
6 hours than similar fluid oral 
procaine or potassium penicil- 
lin preparations in equivalent 
doses. 


| 


palatable 


no penicillin taste or aftertaste. 
Children and adults willingly 
adhere to dosage schedule. 


stable 


BICILLIN PROCAINE POTASSIUM for at least 18 months at ordi- 
HOURS nary room temperature (77°F.) 


a 
= 
w 
a 
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Average penicillin blood concentrations 


following oral liquid doses of Bicillin, ready to use 


potassium G and procaine penicillin. Sin- 


gle dose of 300,000 units. 30 adult sub- no tedious preparation. 
jects in 3 groups of 10. Each group received 


a different penicillin on each of 3 suc- 


ceeding days. 1 teaspoonful (5 cc.), supplies 300,000 


units (approximately 300 mg.). 
May easily be diluted for fractional 
dosage. 


SUPPLIED: Bottles of 2 fl. oz. 


oral suspension 


Benzethacil 
N,N’-dibenzylethylenediamine dipenicillin G 
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Index to Advertisers 


Abbott Laboratories 
American Felsol Co. 


Ayerst, McKenna & Harrison, Ltd. 
4, 124, opposite 176 
Baxter Laboratories, Inc 
Beth Israel Hospital 
Breon, George A., & Co 
Camp, S. H., & Co 
Carnation Co 
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Doho Chemical Corp 
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Endocrine Society, The 
Fellows Medical Mfg. Co 
Freeman Mfg. Co 


Hanovia Chemical & Mfg. Co 
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24-25, 158-159 
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2nd cover, 118-119, 134 
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Pfizer, Chas., & Co., Inc. . .18, 174-175 
Pitman-Moore Co 


Reed & Carnrick 

Riker Laboratories, Inc 164-165 
Robins, A. H., Co., Inc... . . of posite 136 
Sandoz Pharmaceuticals...........120 
Schering Corp 11, 137 
Searle, G. D., & Co 

Sharp & Dohme, Inc 

Smith-Dorsey Co., The 

Smith, Kline & French Laboratories 


Squibb, E. R., & Sons 

Stuart Co., The 

Tarbonis Co., The 

Upjohn Co., The 

Vanpelt & Brown, Inc 
Varick Pharmacal Co., Inc 
Walker Laboratories, Inc 
Warner, Wm. R., & Co., Inc 
Warren-Teed Products Co., The. . . 
Whittier Laboratories 
Winthrop-Stearns, Inc 
Wocher, Max, & Son Co 
Wyeth, Inc 


COMFORT 


KNIT TO CONFORM 


BY 
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IN MATERNITY 
GIRDLES 


You will approve the knit-in cup 
shape of this maternity garment that 
rovides comfortable support without 
Gadien or harmful pressure. This 
cup-like shape is achieved by an 
exclusive Freeman development in the 
art of knitting. Especially if a patient 
regularly wears a girdle, she will enjoy 
the Freeman with its two-way stretch 
nylon lastex and petal soft interior. 
Cool, light and skillfully tailored, 
this is a garment you can prescribe 
with the assurance that it will be worn. 
White or Pink. Small, Medium, 
Large and Extra Large. Ordered by 
waist and hip measurements. 
Write for catalog on Freeman girdles 
and surgical garments. We'll send the 
name of your nearest Freeman dealer. 


FREEMAN MFG. CO. 


Department 509, 
STURGIS, MICHIGAN 


| Lilly, Eli, & 26 
‘ | Lloyd Brothers, Inc...............176 
117 
Ciba Pharmaceutical Products, Inc. 168 
Desitin Chemical Co..............151 152 
.. opposite 144 171 
163 
138 
9 
: Geigy Co., Inc................10, 162 | 5 
General Electric X-Ray Corp..... . .156 | 2 
Gerber Products Co..............161 15 
..20, 144 | Raytheon Mfg. CO. 149 | 
FOR YOUR PATIENTS 
| 
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when rapid 
and sustained response 
in hypochromic anemias 


& iS required 
UFERYLL 


provides four-fold stimulation of blood 

regeneration. Prompt production of hemoglobin 

and erythrocytes avoids the delayed response 
& often encountered in iron replacement therapy. 


Each CUFERYLL Tablet contains: 
Ferrous Sulfate, Exsiccated,U.S.P. . . - 200 mg. 
Sodium Potassium Copper Chlorophyllin - 25mg. 
eee 3 mcg. 


Dosage: One tablet three times a day. 
Available in bottles of 100. 


»“INC., MILWAUKEE 1. WISCONSIN 
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NEW power to control the failing heart 


N E WV effectiveness, safety and 


convenience 


IN E W¥ treedom from dependence on xanthines, 
ammonium chloride, resins, aminophyltine 
and other less effective tablets 


THE DIURETIC TABLETS THAT WORK 


“2 


AN INJECTION 


PRESCRIBE NEOHYDRIN, when indicated, in congestive heart failure, 
recurring edema, cardiac asthma, hypertensive heart disease, dysp- 
nea of cardiac origin, arteriosclerotic heart disease, fluid retention 
masked by obesity and for patients averse to their low-salt diet. 


How to use this new drug: Maintenance of the edema-free state has 
been accomplished with as little as one NEOHYDRIN Tablet a day. 
Often this dosage of NEOHYDRIN will obtain in a week an effect 
comparable to a weekly injection of MERCUHYDRIN®. When more 
intensive therapy is required one tablet or more three times daily 
may be prescribed as determined by the physician. 

Gradual attainment of the ultimate maintenance dosage is recom- 
mended to preclude gastrointestinal upset which may occur in occa- 
sional patients with immediate high dosage. Though sustained, the 
onset of NEOHYDRIN diuresis is gradual. Injections of MERCUHYDRIN 
will be initially necessary in acute severe decompensation. 
Contraindicated in acute nephritis. 


Any patient receiving a diuretic should ingest daily a glass of 
orange juice or other supplementary source of potassium. 


Packaging: Bottles of 50 tablets. There are 18.3 mg. of 3-chloromercuri-2- 
methoxy-propylurea in each tablet. 


@TRACE 


MARK APPLIED FOR 


MAIC 


VABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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3 water-soluble 

vitamin / 

preparations / 

for drop 

dosage 

POLY-VI-SOL 
4 
, TRI-VI-SOL 

CE-VI-SOL 

/ eo Available in 15 and 50 cc. bottles, with calibrated droppers 
| 

7 Vitamin A Vitamin D Ascorbic Acid Thiamine | _ Riboflavin Niacinamide 
POLY-VI-SOL 5000 1000 50 mg. 41mg. 08mg. 5 mg. 
Each 0.6 cc. supplies Units Units | 
TRI-VI-SOL 5000 1000 50 mg. 
Each 0.6 cc. supplies Units Units | | 
CE-VI-SOL . 50 mg. | 
Each 0.5 cc. supplies 


MEAD JOHNSON & COMPANY, MEAD) EVANSVILLE 21, IND., U.S.A. 
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